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GOVERNMENTAL MEDICAL CARE:
A PANELDISCUSSION**

Moderator—TOM E. NESBITT, M.D., Nashville, Tenn.

In keeping with the efforts of TMA to have the thinking of the American Medical

bring to its membership current trends in

all phases of medical practice, it was the

feeling that a frank appraisal of the

immediate effects of P. L. 89-97 (Medicare)

after nine months of experience was ap-

propriate. Authorities in several fields

were requested to participate in a panel dis-

cussion at the TMA annual meeting. Dr.

Whitkin represents the Department of

Health, Education, and Welfare and will

present the federal government’s point of

view. It was also considered important to

Government
DONOVAN F. WARD,

In 1934-36 the efforts of the Fabians began

taking roots in this country by the estab-

lishment of Social Security—a foreign ele-

ment to the American way of life.

With the passage of the Medicare Law we
witnessed greater growth of this disease—if

you will—toward the ultimate goal of com-

plete socialism in this country, thanks to

its advocates, such as Wilbur Cohen and

the Administration.

Last July some nineteen and a half mil-

lion Americans became eligible for limited

medical benefits under a government pro-

gram, and countless millions of Americans,

now and in future generations, became obli-

gated to pay the bill.

Even though Medicare has been the law

of the land for some 9 months and we in the

medical profession look upon it tolerantly,

the law remains a potential thorn in our

fPast President of the American Medical As-

sociation.

* Presented at the meeting of Tennessee Medi-

cal Association, Memphis, Tenn., April 14, 1967.

Association which will be presented by Dr.

Hall, chairman of the AMA Board of Trus-

tees. Dr. Ward, past-president of the AMA
in whose term the law was adopted, will

give us an overall viewpoint of medicine ob-

tained from his many visits coast-to-coast

with medical societies and individual physi-

cians. Our own president. Dr. Hubbard,

will reflect upon the effects of the new law

upon physicians who practice in the State

of Tennessee.

in Medicine
M.D.,t Dubuque, Iowa

side, not because of what it is but for what

it can become.

We view Medicare, as it is now, as a pos-

sible stepping-stone toward a national

health service. And if this happens and

medicine becomes a subordinate agency of

the federal government, it will be the

public which will ultimately suffer the ser-

ious consequences.

We object to Medicare’s basic premise

that all taxpayers should have to pay for

the medical care of many who can assume

the costs of their own care. And we further

object to the law because its only require-

ment for eligibility is based upon attaining

a specified age.

This age requirement makes about as

much sense to us as would decrees to the ef-

fect that upon reaching a certain age, the

government would pay for your food and

lodging, and possibly even buy you a new
car. Why should we adopt a national atti-

tude which assumes that because a person
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has reached a certain age he no longer can

care for himself?

Physicians and the AMA have an obliga-

tion to make their expert views known to

the members of the Congress and the

public. Would anyone deny this obligation

—

this right? If the question before the

Congressional committee deals with medi-

cal care, or medical education, or the health

of patients, who better than the physician

and his medical society has the right to be

heard? Who, more so than the AMA, has

the obligation to present expert testimony

to the law makers?

I recognize that sometimes it is difficult to

oppose a bill or offer constructive changes.

These are times of emotionally-appealing ti-

tles. It is difficult to oppose “good sound-

ing” legislation. We worry about our

image suffering as a result; but oppose we
must if the nature of the bill demands it.

The Madison Avenue approach to legisla-

tion has presented us with such “mother-

hood titles” as Medicare, Medicaid, Water
Quality, Child Safety, Drug Abuse Control,

and Preventicare, to name but a few.

When one finds fault with such a high-

sounding-titled program, one stands the risk

of being labeled negative. It takes courage

to hold to principle and to maintain a posi-

tion.

Thus, there are times when the responsi-

bility of the profession requires it to say,

“No/' to plans and schemes that would alter

the system of medical practice. There are

times when the AMA must present to the

public and to the Congress of the United

States the views of the profession on

schemes that could seriously deter the prog-

ress of American medicine and be dele-

terious to the health of the public.

It is not necessary, I am sure, to review

for you either the Medicare bill nor the

opinions of it as held by the majority of us

whose individual freedoms have been weak-
ened to provide its benefits.

Now, after nine months, I ask you to look

at this program with me. Ours is a touchy

position, perhaps. We lost our cause. To
many, that cause was negative and anach-

ronistic at the outset. If we hold to our

views, it may be said that, “Our vines have

sour grapes,” and that we are poor losers.

Much of what we might say, if it is not

abjectly repentent or if it dares to find Med-
icare and its operation less than a howling
success, may serve to fan the fires of anti-

medicine, which burn so warmly and be-

cloud the blue skies of Washington.

Further, when we take a less-than-enthu-

siastic position, we oppose some from our

own ranks who vocally have done our so-

called “repenting” for us. They have said

that, “By golly. Medicare really is working
the way the politicians have prophesied.”

They tell the public, on our behalf, that we
are going to knuckle down now and all pull

together with real American spirit!

I will be among the first to admit that for

the good of our patients we need to con-

tinue to provide the best medicine that is

within us to give. But I submit that most
often this is in spite of Medicare.

We will use it if we need to, but we will

continue to be a knowledgeable, vociferous,

thorn-in-the-side to any politicos who pre-

tend that medical care is better because of

the law.

I think that the medical men who pretend

that everything is just “dandy” exemplify

Alfred North Whitehead’s observation that,

“The deliberate aim at peace very easily

passes into its bastard substitute—anesthe-

sia!”

No, I prefer honesty. And if my prog-

nosis is based on sound diagnosis and an

accurate case-history, even if that prognosis

is pessimistic, I will stick to it regardless of

what it may do to my popularity in any

quarter.

I feel certain that the important people

—

my patients—must be warned, just as they

must be cared for. They must be warned
particularly if care will suffer because I am
not able to provide it as efficiently, quickly

and economically as I would under com-

plete freedom to practice.

And so, in honesty—and with malice

aforethought, if you will—what can we say

about Medicare so far? In honesty, we must

say that it has not been all bad.

It has inspired some older people to seek

the medical care they need but thought

they must do without because they lacked

funds. Of course, that fear was erroneous,

for medicine repeated, whenever possible,

the truth that no one in this nation would

go without proper treatment, regardless of
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his ability to pay, if we in medicine knew
about the need. But we know, too, that

some of our oldsters, with that admirable

(if sometimes infuriating) pride of oldsters,

preferred to do without if they could not

pay.

So, some of the people who could not

have paid their own bills get some of the

care they need under Medicare,

But, in equal honesty, I believe that these

“buckshot benefits” are about all we can

cite. And those who have derived some
good from the law could have been cared

for much more easily, and at less expense to

the taxpayer and all concerned, through

other legislation which was never given a

fair hearing.

Moreover, the good done for those few
does not negate the glaring faults in the

bill. What of these same people, when
their physical problems do not fall within

the rigid outlines of the law’s definition of a

“spell of illness”?

What of the overburdened facilities, the

endless delays, the pile-up of unprocessed

claims, the titanic waste to the working

man who pays for those who could buy any

care they wanted? What about labor’s pre-

dictable—and predicted—urgings to extend

the benefits well beyond its present recipi-

ents, in what can only be the next step

toward ultimate socialization of medicine

in this nation?

When Medicare was before the Congress

in the form of the King-Anderson Bill, or

the Murray, Wagner, Dingell Bill, or the

Forand Bill, many who opposed the pro-

gram in any of its suggested forms argued

that even a seriously cut-down law would
still be a “foot in the door” for socialized

medicine.

It was stated that once the plan was
adopted for a federal health program for

even a segment of the population, when not

based upon any special circumstances such

as need, it would not be long before expan-

son leading to totally-socialized medicine

would take place.

Medicare has been with us only nine

months. Part of the program went into ef-

fect three months ago on January 1, 1967.

Yet, in this space of time, have the propo-

nents been content to allow the program to

be tested? Have they even, in just nine

months, been satisfied with the first experi-

ment in government-financed health care

for a large segment of the public?

Were we then just scaremongers when
we called it a “foot-in-the-door” approach?

Well, let us take a look at what the admin-
istration and others are suggesting today.

Congress is being urged to expand the

benefits of Medicare to include podiatry, to

provide eyeglasses, to include drugs for pa-

tients outside the hospital and nursing

home (and, probably, to limit those drugs to

some generic prescribing system) . To re-

duce the individual’s participation. Congress

is being asked by labor and senior citi-

zens’ groups to remove the $3 patient par-

ticipating premium for the Part B Medical

Services, to delete the requirement of co-

pay (the 20% patient responsibility), and to

remove the $50 deductible provision under
Part B.

Finally, to expand the whole program.

Congress is asked to include all the disabled

(and one should keep in mind that under
the new definition for disabled, the disabil-

ity need only be expected to continue for

twelve months for the individual to be

classed as disabled for purposes of Social

Security benefits) ... to lower the age re-

quirement to 62 (and some suggest that it

be dropped to 60) . . . and to include wid-

ows of any age and all children.

So, it may plainly be seen, even at this

early date in the history of Medicare, that

those who seek a nationalized system of

health care for our country will not rest in

their efforts until they have achieved a full

measure of success. Will they get what
they are after? The answer to that depends

on all of us sitting here.

I have mentioned the short period of ex-

perience we have had with Medicare. I

have wondered how some people could be

so presumptuous as to seek major extension

and expansion of a program in the face of

such limited experience.

I do not mean to propose to you, however,

that even in these short nine months the

program has not been found wanting. Even
with the acnowledged availability of the ex-

cuse that a new program required “shaking

down,” difficulties and problems have be-

come clearly visible.

HEW, in all its early pronouncements.
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promised that nothing would be done to in-

terfere with the usual practice of physi-

cians. Unfortunately, in that vast labyrinth

of offices and personnel that make up the

huge Social Security Administration com-
plex, somebody else was telling the hospi-

tals and Blue Cross that they had better

make certain that physicians were certi-

fying in writing that Medicare patients re-

quired hospitalization as a medical neces-

sity.

To many physicians, this demand made
by hospital administrators meant only a

challenge to their integrity and a predicted

saddling of blame on the physician for the

expected overuse of facilities and the in-

crease in costs.

One of the greatest faults of the program
lies in the Social Security Administration’s

determination to keep full control of Medi-

care and to limit the participation of the in-

termediaries and carriers. The records are

centralized in Social Security Headquarters

in Baltimore. And, if I am not mistaken,

already some 200 separate letters of instruc-

tion have come from SSA to the carrier.

One wonders how long it will be before

HEW says they can do it better if private

carriers are not involved in the program.

Today the charges and counter-charges of

failures in the Medicare program are going

back and forth, quietly but continuously.

Government has begun to note that the car-

rier expense of administration may run to

20% or more of the cost of the program—an
unacceptable administrative cost.

Current statistical data is not available,

but here is an example of how things have

been going. In the first four months of the

Part B Program, approximately 3.3 million

bills were received and only approximately

1.9 million bills were cleared. At the end of

the fourth month of operation, there were

1,371,000 bills which have been received and

not processed.

Most carriers reported that they were at

least a month behind in processing bills,

and beside this delay were returning about

half the bills because of the confusion on

the part of the patient as to what was in-

cluded in Medicare or how the form should

be completed, or to other factors which did

not meet Social Security requirements.

There is no indication today that the his-

tory of the first four months of the program
is not being repeated. The maze of paper-
work, details, misunderstandings, and bu-
reaucracy is making the administration of

Public Law 89-97 difficult, to say the least.

And this is the program which they seek to

expand today in this Congress!

We know all the flaws. We are aware of

all the unanswered questions. But I think
the essence of our wariness is explained in a

news item which indicates the thinking, all

down the line, of those who brought the law
into being and who will not only refuse to

admit that our predictions were right, but
who will continue their attempts to delude
and to drive this kind of legislation further

down the throats of the American public.

I believe a recent issue of the AMA
NEWS told of a report being prepared by a

Council of the President’s advisors, which
says, “The price of medical care is rising

faster than in the past and faster than other

prices.” In addition to working hardship on

the consumer of medical services—so the

report says—this rapid rise also increases

the taxpayers’ cost of governmental medical

programs.

The American Medical Association was
only one of many to predict that the costs of

the law could not possibly be held at the

low figures so blithely promised the tax-

payer. It took no great insight to make
such a prediction, since a student in an ele-

mentary course in government could have

come up with the same prediction, probably

without opening a book.

For the simple fact is that any service,

when taken from private hands and placed

under government control, will undergo

vast changes in attitude and performance,

and will inevitably result in a great operat-

ing cost.

It is curious that because we are physi-

cians, we are considered so “vital” to our

fellowman that part of our Constitutional

freedoms have been abridged in order that

humanity can have our services, services we
supposedly were denying our fellowman by

outright refusal or prohibitive cost. It is

strange that we, who are so vital, were not

paid any heed. Moreover, it was presumed
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that after they got the shackles on us we
would twitch a few times and quit.

Well, ladies and gentlemen, I propose that

we prove just how vital we are, by contin-

uing to twitch—yes, and even to shake, rat-

tle and roll, whenever we see inequity in

this law, so that our patients will be pro-

tected from further advancement along the

dreary road to socialized medicine. We are

told to stop fighting. The public, they say,

has accepted Medicare, the people like it, so

there is no problem. We rightfully discour-

age a smattering of learning on medical

matters. And this bill is a medical matter.

So the responsibility for continuing public

education remains our responsibility.

Of course, it’s true that Mr. Average
should be a better citizen, aware of what
our government is doing with us and why.
But that is an academic point right now.

We have not the right to wash our hands of

this case and walk away, any more than we
could walk away from a dying man and say,

“He brought it on himself.” We must stay

and fight.

We must use Medicare to the patient’s

best advantage, where there is an advan-

tage to him. But this does not mean that

we can relax our vigil. We have also to be

aware of its shortcomings, and we need to

be a little bit noisy about pointing them out,

and we must warn our patients. If neces-

sary, we must work to get the law off the

books before ir goes beyond the point of no

return, leaving America with second-class

medicine.

Possibly, as we have moved into the lat-

ter half of the 1960’s, we have travelled past

the crossroads and have taken a fateful step

in the wrong direction.

Perhaps, and this I choose to believe,

there is still time for you and I, who believe

that “free enterprise has given us the best

system of health care this nation or any

other nation has ever known.” There is

still time to work towards getting this na-

tion back on the right path.

It will be difficult, for not only must we
seek to contain Medicare, but we need also

overcome the harsh effects of some of the

new health laws passed by the prolific 89th

Congress, such as the Economic Opportun-

ity Act, the Appalachian Regional Develop-

ment Act, Comprehensive Health Planning

and Public Health Service Amendments of

1966, not to mention the Heart Disease, Can-

cer and Stroke Amendments and, of course,

the Title XIX Program, dubbed “Medicaid,”

and withstand the pressures for even more
adverse medical legislation in this Congress.

I ask each of you today not to put down
your responsibility to your patients. I sub-

mit that we need to continue our leadership

toward making a bad situation better. We
are not whiners; it is not up to us simply to

oppose. Our steps must be positive.

We do have the law. We do come under
its sway. We can see where it may be

beneficial to some, and in those cases, I sug-

gest we work with it to its fullest advan-

tage.

But it is also incumbent on us to prevent,

whenever possible, any further delusions

that Medicare is the end-all. It is impor-

tant that we study it—that we point out its

faults and seek their correction on an intel-

ligent basis and for the public good.

Ladies and gentlemen, in closing I say to

you that in Medicine we continue to search

for the better way. We accept nothing as

inevitable. It is in the nature of our calling

to question and to probe—to be dissatisfied

with anything short of a cure. I believe we
should carry this philosophy into whatever

in society touches on the patients—Medi-

care, yes, but on all other laws and social

conditions.

Let me quote two of our famed jurists.

Justice Robert H. Jackson admonished us

that:

“It is not the junction of our government to

keep the citizen from falling into error; it is

the function of the citizen to keep the gov-

ernment from falling into error.”

In support of this action recommended by

Justice Jackson, I quote Justice Brandeis, in

an opinion written in 1928, when he said:

“Experience teaches us to he most on our

guard to protect liberty when the govern-

ment’s purposes are beneficent.”

I hope that we will always be mindful of

the charge of Justice Brandeis and the ac-

tion recommended by Justice Jackson . . .

that you will fight to preserve the free en-

terprise system and the private practice of

medicine.
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form of my presentation and give a talk “off

the cuff” because of recent happenings since

I wrote this speech. It is my feeling that

the affairs and changes in Tennessee are of

secondary importance to what is going on in

Federal Government. There is so much ir-

responsible overlapping health legislation

that it leads me to believe the majority of

our Federal legislators are only interested

in their personal welfare and not in ours. I

am not of the opinion that they are espe-

cially interested in socialized medicine or in

a welfare state but are more interested in

getting re-elected. I believe I am correct

when stating that they enact legislation and

introduce bills without consultation with

either HEW or any health agencies. As a

consequence, we have all this overlapping

legislation. As far as HEW is concerned, I

am now of the opinion that they are work-

ing for socialized medicine and possibly a

welfare state. This may not be true insofar

as Secretary Gardner is concerned, but I am
sure his department as a whole and the

powers to be in his Department other than

himself are socialistic minded. They are

having a pleasurable time and unlimited op-

portunity because of the irresponsibility of

the Federal legislators giving them bills

which they can implement and interpret as

they please, making a fertile field for HEW
to provide socialized medicine and a wel-

fare state.

I have in the past felt, as the American

Medical Association feels, that it is well to

fight a bill until it is enacted, and, that one

can well continue to try for its repeal, but

when it is a law we should try to make it

work. I do not believe anyone can say that

organized medicine has not tried to make
the Medicare work even though we know it

is a bad law and bad for the public.

However, I am changing my opinion now
and I hope that the AMA will change its

opinion also and fight against all this type

of legislation and its interpretation by

HEW, if we want to prevent a welfare state

as well as socialized medicine. I believe

from now on we should “call a spade a

spade” and let the public know what our

reaction is and where we are headed, if the

Federal legislators are not instructed and

the HEW course is not changed.

What has happened recently to change

my opinion? Let me read you a letter.

This is from a regional area of HEW. I will

not say from which one nor to which state

it was directed. If it is necessary and any-

body doubts the authenticity of this letter, I

will document it, but I had rather not be-

cause I do not wish personalities involved in

this. But I am going to read this letter

now. (Read letter.) If this letter is an ex-

ample of what is really believed by HEW,
and I have no reason to believe it is not,

then it is looking for total health care by
the Federal Government and a social wel-

fare state.

Before concluding I should say a little

about the health services in the state of

Tennessee, and I will do this in a few
words. Several departments are involved.

The Department of Education, of course,

has the restorative division of rehabilitation

which is on Federal matching funds. I

might say that all health services in the

State of Tennessee are on federal match-

ing funds and where Federal Government
contributes, it dictates. When I say all, I

mean all except our indigent Hospital Pro-

gram under public health which is totally

by the State. Under the Department of

Mental Health, of course, are Federal

matching funds for mental health. Under
the Department of Welfare, we have OAA,
MAA, public assistance categories, sight

conservation. Rehabilitation for the Blind,

Child Welfare Services, and OEO Special

Projects which is rehabilitation for people

in training. Under the Department of

Public Health, we have Crippled Children’s,

Speech and Hearing, Dental, Maternal

Child Health, Family Planning Clinic and

Indigent Hospitalization Programs.

Under the Economic Opportunity Act

which is the most far reaching socialized

program I have ever heard of, we have

several programs in the state that covers

Family Planning, Headstart Training, Com-
prehensive Health Service Program and

Neighborhood Health Centers.

We have Public Law 894 which is Appala-

chian Regional Development Act. It has

just recently changed with the new 1967

acts, changing from bricks to demionstration

health centers, there will be one in the

State and probably in Chattanooga. The

Heart, Cancer and Stroke Bill when it is
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fully implemented, if it is not really super-

vised by the private sector of medicine,

could make a great change in our tradi-

tional methods of practicing medicine.

Title XIX of the Medical Assistance Act, in

the State Legislature at the present time,

will be introduced as a bill assigning it to

the Department of Public Health and set-

ting up a skeleton functional organization.

There will be no implementation of it oth-

erwise this year. Dr. Hutcheson tells me
this year he will try to upgrade all pro-

grams to be able to make the transition to

Title XIX easier. We are fortunate in hav-

ing our Governor and Commissioner

Hutcheson agree about Title XIX when it is

implemented, that it will give a free choice

of physician, and that it will be paid for as

usual and customary fees, and provide for a

realistic indigency level.

I am not going to say anything about the

Social Security amendments of 1967 but

think Dr. Nesbitt should discuss these. If

he needs to call on any of us for our policy

concerning these amendments, I am sure all

of us have our own ideas of what really

should be implemented and which should

not. Finally, I wish to talk about Public

Law 89-749. This is a comprehensive health

planning for public Health Services amend-
ments of 1966. There is a bill in the legisla-

ture now to assign this duty to the Depart-

ment of Public Health. The Governor has

the right to assign this to whatever de-

partment he wishes but will be done by

law. The President has given us two years

to establish this coordinated health plan-

ning service, to coordinate all health pro-

grams in the state no matter under what de-

partment it is. Monies that are funded this

program will be to the Department as a

whole and not to specifically categorically

named programs, and a council will be set

up composed mainly of consumers and not

vendors. We are fortunate that our Depart-

ment of Public Health and Dr. Hutcheson

will have the prerogative of carrying out

these functions.

Current Legislative Thinking
WESLEY W. HALL, M.D.,* Reno, Nevada

I would like to express my thanks and

appreciation upon being invited to appear

here on this panel during your annual meet-

ing. In the few minutes I have been given,

I think I can best serve you by reviewing

where we have been in the past few years,

where we are now, and where we may be

headed in the years to come if the profes-

sion is unable to reverse current trends.

I am sure that it comes as a surprise to no

one here to learn that the Federal govern-

ment has had a growing preoccupation with

medical care and that the Congress is con-

sidering an ever-increasing amount of

health-oriented legislation. I wonder, how-

ever, whether you are aware of just how
fast this tide of federal legislation has

grown.

During the 87th Congress, which was 1961

and 1962, some 20 thousand bills were intro-

duced with just under 500 of interest to

medicine. During the following Congress,

* Chairman, Board of Trustees of the American
Medical Association

the 88th, there were also about 20 thousand

introduced but now there were 860 which

were medically oriented. Do any of you
know how many bills concerned with medi-

cine were introduced during the 89th Con-

gress? Of the 26 thousand bills in that, the

most recent concluded Congress, 1,600 af-

fected the practice of medicine or the public

health. Can anyone have any doubts about

the growing federal interest in medicine?

During the 89th Congress, your AMA
submitted 48 statements on 33 legislative

proposals. Of that number, 33, Medicine fa-

vored 21, opposed 7, and voiced partial sup-

port or opposition, or suggested an alterna-

tive approach, to the 5 remaining legislative

proposals.

In addition to P.L. 89-97 (Medicare)
,
and

P.L. 89-239 (the Heart Disease, Cancer and

Stroke Amendments) with which most of

you are familiar, much other major legisla-

tion was enacted. Among other bills which

became law were: P.L. 89-4, Appalachian

Regional Development Act; P.L. 89-109,
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Community Health Services Extension

Amendments; P.L. 89-290, Health Profes-

sions Educational Assistance Amendments;
P.L. 89-544, Laboratory Animal Care Stand-

ards; P.L. 89-794, Economic Opportunity

Amendments; and most sweeping of all,

P.L. 89-749, the Comprehensive Health

Planning and Public Health Service

Amendments, all of which are of signifi-

cance to the profession.

Let me dwell a minute or two longer on

that zealous 89th Congress. This was a

Congress of haste. The Heart Disease, Can-

cer and Stroke Amendments (P.L. 89-239)

is a prime example. The bill was intro-

duced and Senate hearings called so quickly

that the Administration’s witness, the then

Secretary of HEW, expressed the opinion

that he was not sure exactly what the bill

would in fact provide since his office had
not as yet had an opportunity to study it.

Passed by a voice vote and sent to the

House, Medicine pleaded that the bill be de-

layed until such a time as it could be stud-

ied by the scientific community. Even
though we were unable to halt the precipi-

tous enactment of this bill, we were able to

make 20 important amendments.

Comprehensive Health Planning

Of course, another bill which was
jammed through was Medicare, as was P.L.

89-749, an immensely comprehensive and
complex bill which calls for all manner of

health planning and involvement by the

Public Health Service. Here again, unfor-

tunately too little thought was given as to

how these proposals would affect existing

medical care or the present practice of med-
icine.

What has happened since enactment of

these bills? In the case of Medicare, physi-

cians have worked to minimize its detri-

mental effects. As for (P.L. 89-239)
,
the

Heart Disease, Cancer, and Stroke law, and

(P.L. 89-749) the Comprehensive Health

Planning Amendments which became law

last November after Congress adjourned, it

is a sad situation.

Some weeks ago a meeting was called in

Washington by the government for the pur-

pose of discussing the Heart Disease, Can-

cer, etc. program. An observer attending

that meeting would have to conclude that

there was still little understanding of this

law or how it is to be implemented. At this

meeting. Heart, Cancer, Stroke (P.L. 89-

239) was compared with (P.L. 89-749), the

Comprehensive Health Planning Amend-
ments which clearly was also not under-

stood. The basis of the comparison seemed
to be the confusion that exists as to both

programs. The entire situation would be

humorous if it did not have the potential of

also being tragic.

What about the current Congress—the

90th? Last November’s election gave Re-

publicans a net gain of 47 seats in the

House, including Mr. Kuykendall in the 9th

District, and 3 seats in the Senate with na-

tional attention being directed to Tennessee

with one of the victories being won by Sen-

ator Dirksen’s son-in-law, Howard Baker.

While many who fostered greater govern-

ment role in medicine lost their seats to

members whose views on the future of

medicine in this country are more closely

allied to the views you and I share, the

problem has by no means been resolved.

We have a collection of bills now pending

which point to another lively session of

Congress.

For example, our old friend “Preventi-

care” has been reintroduced by Rep. Patten

of New Jersey. This bill, H.R. 1027, would

establish regional and community health

centers for the purpose of screening and de-

tecting diseases and abnormalities in adults

50 years of age or older. Rep. Staggers has

introduced an Administration bill, H.R.

6418, which is invitingly named the “Part-

nership for Health Amendments of 1967.”

Among other things, this would extend and

expand Comprehensive Health Planning

(P.L. 89-749) which, as you will recall, is

still being defined. Senator Hill has accom-

modated the Administration by introducing

S. 326, the Community Services Act, which

provides all manner of grants to states for

still further health planning and coordina-

tion.

Perhaps the greatest patches of crab grass

in Medicine’s legislative lawn is S. 260, Sen.

Hart’s Medical Restraint of Trade Act with

which you are all familiar, and H.R. 5710,

the Social Security Amendments of 1967.
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The Hart bill which would, among other

things, prohibit physician activity in the

sale of drugs or ownership of pharmacies,

appears to be headed for a quiet demise.

Medicare, although caught predictably in

the administrative tangles of government
health care, is very much alive.

Medicare has undoubtedly exceeded the

Administration’s cost estimates, has con-

tributed to the crowding of facilities, and

revealed again the shortages of health per-

sonnel. There are serious administrative

problems yet to be resolved and the elderly

need to be continually educated to under-

stand the present program and its limita-

tions. But all these problems do not deter

those who seek expansion, so we see many
bills which would make Medicare’s ex-

penses higher, and the shortages greater,

and the physicians madder, and the eld-

erly more confused, and the problems still

harder to solve.

Sometimes I wonder if the logic is: If you
can’t understand or smoothly implement or

financially support an existing program,

then enact a still larger, more complex and

more expensive program to take its place.

Let me approach this problem from one

other direction. As Chairman of AMA’s
Board of Trustees, I met with the Surgeon

General, William Stewart, about a month
ago, and he had a sad tale to tell. It seems
they are having a problem in implementing
some of the current programs that are al-

ready on the books such as the poverty Pro-

gram, Headstart and Appalachia which in-

cidentally, will also be expanded if the

Congress acts favorably on a bill already

pending. Doctor Stewart asked me how
many physicians and other health personnel

the AMA could recruit for him so he could

get these programs implemented.

I wonder why the Public Health Service

had somehow “overlooked” the drain on

health manpower when they had so glow-

ingly advocated these programs? I could

only tell him that physicians were already

dangerously overworked and that it might

be impossible to ask still more of them.

As you have all undoubtedly realized al-

ready, I have strong feelings about this cur-

rent torrent of Federal involvement in the

health care of our patients. However, I am
also mindful of the comment that Mark

Twain once made when he observed that

the most horrible way of dying was to be

“talked to death.” I shall try to be merciful

to you by not talking much longer.

I have today touched upon many of the

bills in which Medicine has a substantial in-

terest and have tried to show you the extent

which the Federal government has already

gone in the health field. Without the enact-

ment of another bill, the Federal govern-

ment has right now the authority to take

care of the health needs of virtually every

man, woman and child in this country.

Further, it can call the tune in medical edu-

cation through its construction grants, oper-

ational grants and student loans. It pres-

ently dominates research as the principle

supplier of a seemingly endless supply of

funds for research grants. It spreads itself

even further into the direct financing of

personal health care by rapidly expanding

public health and public asssstance pro-

grams, and by the addition of such pro-

grams as Medicare and regional centers for

heart disease, cancer and stroke. Wherever
we turn, the spectre of Federal medicine

casts its shadow.

There are many areas where government.

Federal or State, must legitimately be in-

volved. But what can we do to preserve

that which we believe is in the best interest

of our patients? What can we do to pre-

serve our right to make decisions on patient

care based solely upon our professional

judgment? How can we, as physicians, do

what we believe to be in the best interest of

our patients?

The answers are not easy to come by.

But here are some of the things we can do.

The AMA must continue to inform the Con-

gress and the Administrative Agencies.

Many times our advice is not cheerfully re-

ceived, but whether or not our audience is

receptive, our job is still to advise lawmak-

ers and administrators on matters that af-

fect medicine and the public’s health.

Sometimes our efforts are fruitful. As indi-

cated earlier, we had 20 amendments made
to the Heart Cancer and Stroke bill just

hours before it was acted upon by the

House Committee to which the bill had

been referred. These amendments aimed

the program away from its original concept
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of being a federal facility-patient care pro-

gram. We have made many changes to the

proposed regulations on Medicare, so that in

a number of areas of serious and significant

interest to doctors, the program is less bur-

densome than it would otherwise be.

Recently, HEW acknowledged that four

changes to the medicare law have been in-

cluded in the administration medicare

amendments proposal which is now being

reviewed by the House Ways and Means
Committee. They are: (1) deletion of the

requirement for certification; (2) full al-

lowance to the state when the title 19

health provisions are administered by the

Health department; (3) free choice of phy-

sician under title 19 (that’s the so-called

“Medicaid” program)
;
and (4) the establ-

ishment of a Title 19 “Advisory Council,” as

there is for Title 18. In Medicare and in

other areas of concern to Medicine, the

AMA has stopped, changed or encouraged

legislation. Our interest and vigilance must

continue.

What else can we do? The AMA must

continue to review and comment and in-

form the profession and the public on all

health legislation; every state, county, and

specialty society must discard parochial in-

terests so organized medicine may speak

with a clear and united voice; every intern,

resident and physician in this land of ours

can take up the cudgel of personal responsi-

bility and become an informed and active

participating voice in the affairs and future

of our profession; every state and local so-

ciety must take active leadership in the

health affairs of the community. Now is

the time to guide—to direct. If we do not

take the lead, others will and each new
health law will pave the road to govern-

mental medicine.

If Medicine, as we know it today, is to

continue and if we are going to be permit-

ted to care for our patients in a manner dic-

tated by our professional judgment and ex-

perience, then each of us will have to take

the time and trouble to become informed

and to become active in these affairs of gov-

ernment which are our affair. This is the

task which you and I can and must do.

In closing, I cannot help but recall the re-

port made by the comic-strip character

Pogo when he stated “We has met the

enemy, and they is us!” Do not let future

generations of American physicians say that

about you and me.

'CbCA-CbA" AND "COKE" ARE REGlSfEMD WHICH IDENTJFY ONLY fHE PRODUCT OF THE COCA-COLA COMPANY:

For the taste
you never
get tired of.
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The authors describe the practical aspects of mounting a mass immunization program. Though plan-

ning must be elaborate, the results were satisfying.

Measles Vaccination Campaign —
Memphis and Shelby County Tennessee*

GEORGE S. LOVEJOY, M.D., EUGENE W. FOWINKLE, M.D., M.P.H,
E. CONRAD SHACKLEFORD, JR., M.D., and MILDRED HICKS, B.S., Memphis, Tenn.

Memphis and Shelby County have a com-

bined population of approximately 739,000.

On Sunday afternoon, March 19, 1967, from
1:00 to 6:00 p.m,. a community-wide pro-

gram of mass measles vaccination was con-

ducted by the Memphis and Shelby County
Health Department in cooperation with the

Memphis and Shelby County Medical So-

ciety. The program was titled “Stop Mea-
sles Sunday—March 19.”

Clinics were set up in 59 city and county

public schools and at the health department

to vaccinate susceptible children one

through 14 years of age. The number of

children vaccinated March 19 was 31,908,

and an additional 1,935 were vaccinated

during the remainder of the week, March
20-24, in a follow-up clinic held at the

health department, and in an Immunization
Project mobile unit at its routine locations.

The total vaccinated in the campaign was
33,843.

The number of susceptibles had been esti-

mated at 70,000 based on an immunization

survey made by the health department in

the summer of 1966 which indicated 20% of

school children and 40% of preschool chil-

dren to be susceptible.

However, in using this figure, adequate

allowance was not made for the growing
number of children who were being vacci-

nated by private physicians, nor for the

16,000 children vaccinated by the health

department after the vaccine became
available in 1966 through the Vaccination

Assistance Act. If the health department
estimate of susceptibles was correct, ap-

proximately 48% were vaccinated. If the

Communicable Disease Center’s estimate of

5 to 7% susceptible population across the

country is correct, 75% of the susceptibles

were vaccinated.

*From the Memphis and Shelby County Health
Department, Memphis, Tenn.

This paper is written to outline the Mem-
phis-Shelby County program and to suggest

ways in which communities may benefit

from an awareness of some errors or prob-

lems which existed and became apparent in

retrospect, or were anticipated but could

not be avoided.

Preparation of the Program

Typical of the United States pattern,

major measles epidemics have occurred in

this area in even numbered years and minor

epidemics in odd numbered years, with a

noticeable decrease after the measles vac-

cine was licensed in March 1963, and a fur-

ther decrease after the Immunization As-

sistance Act made it more widely available

in 1966 (table 1)

.

Table I

Resident Cases of Measles, 1942-1966

Memphis and Shelby County
Health Department Records

Cases Cases

Year Reported Year Reported

1942 533 1955 2,354

1943 2,187 1956 1,281

1944 628 1957 1,742

1945 1,294 1958 2,695

1946 821 1959 498

1947 172 1960 2,536

1948 2,116 1961 1,215

1949 701 1962 2,845

1950 1,608 1963 546

1951 618 1964 2,565

1952 2,438 1965 715

1953 858 1966 1,907

1954 1,595

Total Report Cases
1942-1966 36,468

Prepared by Robert E. Burke

It was thought that a mass vaccination

program held in the first part of 1967 might

prevent the major epidemic that would nor-

mally be expected to occur in 1968. The
local program would be in accordance with
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Surgeon-General William H. Stewart’s

fourth point in the program for eradicating

measles in 1967—“the stopping of epidemics

where not enough children have been vacci-

nated by launching crash immunization

programs.” The Surgeon-General’s Pro-

gram was being promoted vigorously by the

Communicable Disease Center of the Public

Health Service, United States Department
of Health, Education, and Welfare.

Therefore, the health department included

a measles immunization project in its im-

munization project application submitted to

the Communicable Disease Center late in

1966. Approval was granted in the latter

part of December, providing measles vac-

cine for 40,000 children one through 6 years

of age.

Dr. George S. Lovejoy, pediatrician and

chief of staff at a Memphis children’s hospi-

tal, agreed to serve as chairm^an of a Stop

Measles Campaign.

The director of the health department,

and the director of the department’s mater-

nal and child health and school health pro-

grams met in January with Dr. Lovejoy and

made preliminary plans for the program.

Their early development of plans along

with later plans of the steering committee

included:

(1) Setting up a steering committee to be

composed of representatives of the local

Medical and Pediatric Societies, the Parent

Teacher Association Councils, the Nurses

Association, the Health Department; and

for promotion of the campaign, the public

service director of the large local television

station and the information coordinator of

the health department.

(2) Immediate requests to the Medical

Society, Pediatric Society, and Boards of

Education for endorsement of the program
and their cooperation.

(3) Agreement to: (1) Have a one day

program, Sunday March 19 from 1:00 to

6:00 p.m. with a follow-up clinic the re-

mainder of the week which would not be

announced prior to the program; (2) es-

tablish a number of clinics throughout the

city and county; (3) ask the Boards of Edu-

cation for use of the public schools for vac-

cination clinics; (4) use health department

personnel to partially staff the clinics; (5)

ask for volunteers from the Medical So-

ciety, Women’s Medical Auxiliary, Parent
Teacher Associations, and the Nurses Asso-

ciation to complete the clinic staffing.

It was planned to vaccinate children one
through 14 years of age, and it was expected
that two injections would be given; measles
vaccine and gamma globulin, since this was
currently available from the Communicable
Disease Center.

The program would be aimed primarily

at low income families. In 1960, the median
family income reported in the Memphis-
Shelby County area was $4,903.

Twenty-seven per cent of the families re-

ported annual incomes of less than $3,000.

A decision to vaccinate school age chil-

dren presented the problem of providing

vaccine for this age group inasmuch as vac-

cine provided by the Communicable Disease

Center was restricted to use for children

under 7 years of age.

The Memphis and Shelby County Medical

Foundation was established by the Medical

Society following the SOS Campaign in

1962 and is funded with money from contri-

butions in excess of the cost of the cam-
paign. It was decided to ask the Founda-
tion to underwrite the cost of vaccine for

older children, and they responded with

their support.

Support of the Medical Society and the

Boards of Education was obtained, and the

Pediatric Society endorsed the program in-

formally.

Health department staff members were
asked to estimate the number of children

between ages one and 14 who were suscepti-

ble to measles, and to determine which
schools should be used as clinic sites, and

the number of children each clinic might

expect to vaccinate.

Arrangements for the recruiting of volun-

teers included sending cards from the Medi-

cal Society to physicians, and cards from

the Nurses Association to registered nurses,

asking that they indicate their willingness

to serve as volunteers in the clinics. The
nurses would serve as vaccinators along

with the public health nurses. One physi-

cian was needed to serve as consultant in

each clinic. The president of the Women’s

Auxiliary to the Medical Society undertook
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recruitment of volunteers. The proper

P.T.A. Council chairman presented plans

for the program at Council meetings and
obtained support and necessary volunteers.

It was thought that a minimum clinic

staff could consist of one physician to serve

as consultant, one public health nurse and
one volunteer registered nurse to give vac-

cinations, 4 P.T.A. workers to ask pertinent

questions and to serve as record keepers,

and one Medical Auxiliary volunteer to

hand out information sheets to parents, give

balloons as rewards to children after vacci-

nation, and to accept contributions. In clin-

ics with a large attendance, this staff might
need to be doubled.

Simultaneously, efforts were begun to ob-

tain a large number of jet injector guns and
the necessary supply of vaccine. The Com-
municable Disease Center was able to ar-

range for the loan of a number of guns, and
individual health departments agreed to

lend guns, so that finally 60 in all were
available, including 5 already at the health

department. Some nurses preferred using

needles and syringes.

About this time, because of a change in

contract at the Communicable Disease Cen-

ter, it became known that both types of vac-

cine would be used in the program; Ed-

monston (single dose) and Schwarz (multi-

ple dose vials)

.

The need had already appeared to add a

pharmacist to each of the proposed clinic

staffs to serve as consultant concerning bio-

logicals. The president of the pharmaceuti-

cal association was contacted and asked to

obtain volunteers for the clinics.

This request for pharmacists was made so

late that less than one-third the needed

number volunteered. At the same time, it

was discovered that cards were not being

returned by physicians who would volun-

teer for the clinics. Less than half enough

physicians had volunteered. Last minute

telephone calls to recruit physicians helped

some, but by that time, most had other com-

mitments. Response by Medical Auxiliary

members was gratifying but not sufficient

to staff the clinics. There were enough vol-

unteers from the Nurses Association and

the Visiting Nurses Association to staff each

clinic adequately. Cooperation by the

officers and members of the Parent Teacher
Association was excellent, and the number
requested volunteered.

Training sessions for workers were held

at the health department. The P.T.A.

Council held training sessions for its volun-

teers. The Communicable Disease Center

sent 3 E.I.S. officers and 2 jet injector ex-

perts immediately before the program to as-

sist with it. The Naval Air Station near

Memphis sent an electric jet injector and 3

technically trained airmen to assist.

A box of supplies for each clinic was pre-

pared at the health department. Each box
contained syringes and needles, alcohol, cot-

ton, band aids, ammonia pearls; information

sheets for parents, immunization record

forms for the health department and par-

ents; question sheets for parents’ answers; a

tally sheet for the number of children vac-

cinated; a measles fact sheet; and balloons

for children.

The boxes of supplies, jet injector guns,

and refrigerated vaccine were taken by
health department nurses to their homes on

Friday afternoon before the program on

Sunday.

The vaccine was stored in their home re-

frigerators until it and the other supplies

were taken to the clinics Sunday morning.

Small styrofoam picnic type ice boxes were
used to transport the vaccine. At least one

health department nurse was assigned to

each clinic. She was to be in charge of the

clinic to which she was assigned.

Because it was adequately staffed and

housed in a nearby but separate building,

the office of the health department immuni-
zation project was selected to serve as an

information, receiving, and distribution cen-

ter while preparations for the program
were being made and the program was
being promoted.

Campaign Promotion

Cooperation of the entire community was
needed to get susceptible children vacci-

nated and to accomplish the goal of measles

eradication. Promotion of the campaign

began in mid-February with the adoption of

a campaign name and “Stop Sign” emblem.
Approximately one thousand letters were

written to church ministers, parochial

school principals, kindergartens, health and
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welfare and related organizations, enclosing

fact sheets and preregistration forms and

asking for help in promoting the campaign.

A number of announcements were made to

church congregations and in church and

school bulletins as a result of these mailings

and personal requests to the ministerial as-

sociations and other groups.

One hundred and fifty thousand preregis-

tration forms were distributed, on the backs

of which were listed clinic locations. These

were given out in the public schools, kin-

dergartens, day care centers and parochial

schools. Grocery stores placed 25,000 of the

forms in outgoing grocery bags. They were

also placed on the counters at the Welfare

Department and in Public Libraries.

Physicians attended meetings of all of the

service clubs and explained the campaign to

members.

Posters were placed on both the outside

and inside of public buses; on County

School, day school, and kindergarten buses;

and on health department vehicles. Boy
Scouts placed posters in the Medical Center,

in shopping centers, banks, drug stores, and

schools.

Businesses along the principal thorough-

fare to and from downtown publicized the

campaign on their outdoor marquees.

Some businesses included “drop-ins” of the

Stop Measles emblem in their weekend
newspaper ads.

Newspapers, including two weeklies, and

television and radio stations were asked to

cooperate in publicizing the campaign, and

responded overwhelmingly, as did all indi-

viduals and organizations contacted.

Color slides were made for distribution to

television stations. Spot announcements by
physicians and professional announcers

were taped and distributed to radio and

television stations. The stations held spe-

cial news interviews with the different phy-

sicians. The stations and the newspapers

covered preliminary activities of the pro-

gram, such as training sessions, arrival of

vaccine and jet injector guns.

One night, one of the most widely heard

radio stations devoted an hour long pro-

gram to the campaign in which one of the

physicians was present at the station and

answered telephone inquiries of listeners as

the telephone conversations were broadcast.

Newspapers published stories, pictures,

editorials, locations of clinics and copies of

the preregistration form. A picture show-
ing contribution boxes being prepared for

the campaign was published on the society

page of the largest daily.

Immediately before Stop Measles Sunday,
the two large dailies published Page One
footline reminders of the campaign, and one
of the papers published the Stop Measles

emblem in color.

On Friday before Stop Measles Sunday, a

Coca-Cola sound truck traveled in low in-

come neighborhoods announcing the cam-
paign and reminding parents to take their

children to the clinics. The tape for this, as

well as other taped messages, spot an-

nouncements, and special coverage by radio

and television were arranged by the televi-

sion station public service director who
served as a member of the Campaign steer-

ing committee.

All of the broadcast time, newspaper cov-

erage, advertising space on buses and street

marquees, and so on, was donated as a

public service. A sum of about $1200 was
spent for posters and other printed mate-

rials.

The Program

On the day of the program, campaign
headquarters were set up on the first floor

of the central health department building.

The switchboard was open. An emergency
radio communications system that links the

health department with three mobile units

was activated. The mobile units were
manned by a physician, a jet injector ex-

pert, and a driver, and each was assigned a

specific county area. A secretary kept a log

of the whereabouts of each mobile unit at

all times. The units were dispatched to

clinics that were experiencing difficulties.

Some of the immunization project person-

nel served as messengers with automobiles

or trucks to deliver supplies and materials

to clinics as the need arose; others were sta-

tioned at telephones to take and deliver

messages.

Nurses had been asked to make an effort

to report the number of vaccinations

hourly. A blackboard with the clinics

listed was set up, and a tally was kept as re-
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ports were received. All nurses responsible

for clinics were to report the total number
vaccinated in their clinics as soon after 6:00

p.m. as possible.

The afternoon of the program was one of

breathless activity as 500 workers raced the

clock. Telephones were busy. Extra sup-

plies were rushed where needed. Pile-ups

occurred at several clinics, and mobile unit

crews filled the gaps. Minor disasters

threatened. At more than one clinic, impa-

tient parents left with their children be-

cause of long waiting lines. Progression

through some clinics was disorderly.

Several school principals, dismayed at the

large turnout and concerned about the time

the program might consume, were per-

suaded not to close school doors until the

job was done.

Miraculously, the afternoon was over and

counting was in process. First counts were

tentative. Not all records were accurate or

complete. The final records of one clinic

were never found. Here, attendance was
light, and late in the afternoon, the clinic

nurse reported the number of vaccinations

by telephone, closed the clinic, and trans-

ferred to another one that was overbur-

dened.

The next day, newspapers carried pic-

tures and stories of the program and an-

nouncements of the follow-up clinic.

Throughout the week there were radio and
television announcements about the fol-

low-up clinic. Of the 33,843 children vacci-

nated, 13,657 or 40% were preschool, and

20,186 or 60% were school age. There ap-

peared to be a larger proportion of school

age children than might have been ex-

pected, but it seems that other major vacci-

nation campaigns have had a similar age

distribution among susceptible vaccinees.

Evaluation

An oral evaluation to determine how the

program might have been improved
brought these suggestions:

Personnel Manning Clinics. There was a

severe shortage of physicians who were ex-

pected to serve as medical consultants. A
pharmacist should have been at each center

to serve as consultant on biologicals.

Medical Auxiliary personnel were to hand

out instruction sheets and take contribu-

tions. A shortage of these ladies partly ac-

counted for the fact that contributions fell

much below the level desired.

Primary emphasis should have been

placed on earlier notices to doctors, phar-

macists and Medical Auxiliary personnel

with a stronger and more personal followup

of these notices.

There was also a shortage of official or

policing personnel, such as teachers and

school principals who could control families

in the buildings and see that they left after

vaccination. Arrangements for these vol-

unteers should have been made well in ad-

vance, and the matter should have been fol-

lowed up early, making certain that there

were enough volunteers.

Pre-preparation training becomes a prob-

lem in a program that is dependent upon so

many volunteers. P.T.A. and public health

workers were trained for the program. The
work of organizing and handling logistics

seemed an appropriate assignment of the

public health nurse.

Physical Setup of Clinics. The physical

setup of clinics with proper flow of traffic

needed to be arranged well in advance.

Clinic entrances should have been con-

trolled by a policing agent who allowed pa-

tients to enter only in relation to the speed

with which others were cared for. After

they passed the entrance, patients should

have been interviewed separately and asked

the necessary questions concerning the need

for vaccination. Next, they should have

gone to recorders, and then into a separate

area where vaccinations were given. The
room or rooms, depending on the needs of

each clinic, should have one entrance door

and one, separate, exit door. After vaccina-

tion, children should have been removed
rapidly from the area and parents given in-

struction sheets and an opportunity for do-

nations before exiting. In addition to the

policing agent who controlled inflow, at

least one other policing agent should have

been available to supervise traffic through

the clinic and the designated exit.

The accompanying flow charts are sug-

gested for properly arranged oneline and

twoline clinics (Figures 1 and 2). How
traffic flowed in an improperly arranged



44 MEASLES VACCINATION CAMPAIGN—Lovejoy, Fowinkle, Shackleford, Hicks January, 1968

Fig. 1. Traffic flow sheet and personnel for one

line clinic with one or two vaccinators, depend-
ing upon type of vaccine used.

Corridor

Fig. 2. Traffic flow sheet and personnel for two
line clinic with two or four vaccinators, depend-
ing upon type of vaccine used.

clinic in this program is also shown (Fig.

3).

Fig. 3. Flow of traffic in an improperly arranged
clinic was disorderly.

Clinic Sites. The choice of schools as

clinic sites and the number of sites selected

was probably a wise one. But consideration

might have been given to having the pro-

gram in a central location, such as the mu-
nicipal auditorium, or at the fair grounds,

or in housing projects. Transportation

might then have been arranged for those to

be vaccinated to whom the site was not ac-

cessible. The necessity of strict opening

and closing times and lack of telephone fa-

cilities in schools limited activities some-

what.

Back-Up Clinic. The health department

immunization bus or the mobile clinic that

travels in the county, should have been

stocked with supplies and staffed, to be used

as a back-up clinic for those clinics that

were temporarily overwhelmed with pa-

tients.

Transportation of Supplies and Personnel.

A helicopter might have been obtained and
used to good advantage in delivering per-

sonnel and supplies.

Vaccine. One type only of vaccine should

have been used. The use of both types was
confusing to clinic workers.

Conclusion

A monthly tally indicates the incidence of

measles in Memphis and Shelby County has

been dramatically affected by the wide

availability of measles vaccine. The most

marked decrease is shown in the month of

April following this community’s measles

vaccination campaign (table 2). It is be-

lieved that the campaign which was con-

ducted was well worth the required effort.

Table 2

Memphis and Shelby County
Measles—Monthly

1962 1963 1964 1965 1966 1967

Jan. 323 51 299 18 124 8

Feb. 913 33 251 47 216 19

Mar. 538 67 692 46 541 41

Apr. 421 82 680 137 577 31

May 367 75 432 98 254

June 141 45 91 71 * 92

July 23 27 51 26 67

Aug. 9 21 17 18 17

Sept. 4 27 8 30 12

Oct, 7 6 15 35 0

Nov. 59 22 11 50 4

Dec. 40 90 18 139 3

Total 2,845 546 2,565 715 1,907
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The author outliues a practical approach to the management of a problem that more physicians and
hospitals should and must face. The alcoholic is a patient who requires medical care and not cor-

rectional measures.

Treatment of the Alcohol

Withdrawal Syndrome
JULIAN C. GANT, M.D.,* Madison, Tenn.

Alcoholism is one of the leading public

health problems in this country today with

an estimated 5,000,000 people suffering from

some stage of this illness. Efforts at treat-

ment of such people fall into two categor-

ies:— (1) long-term rehabilitation designed

to wean the patient from dependence on al-

cohol, and (2) immediate treatment of the

symptoms associated with its withdrawal.

Both of these goals are best effected in a

special alcoholism clinic set up either as a

unit of a general or psychiatric hospital, or

as a community mental health facility.

Clinics of this kind are needed in both

large and small communities, since alcohol-

ism is ubiquitous and is found in small

towns as well as on big city “skid rows.”

Such a clinic was recently established in

this city of less than 30,000. Treatment of

the alcohol withdrawal syndrome is con-

ducted in a 6-bed inpatient unit while

long-term follow-up and rehabilitation are

provided on an outpatient basis. This re-

port is limited to the experience gained in

the treatment of the withdrawal symptoms
in acutely intoxicated alcoholics. About 15

patients are admitted as inpatients monthly

and remain until fully recovered from the

withdrawal effects, usually about 3 to 7

days. Patients are accepted either by refer-

ral from physicians or community agencies,

or by direct admission. Fortunately, there

is no waiting list.

The treatment routine employed is based

on the extensive experience of the medical

director in caring for alcoholics in private

practice. Since this clinic represents an en-

tirely different milieu from office practice,

it was decided to record data on the effec-

tiveness of the treatment methods em-

ployed. For this purpose, a data-collating

*From The Foundation for Rehabilitation of

the Emotionally Handicapped Clinic, Madison,

Tenn. 37115

form which could record information on our

patients, their symptoms, and the results of

treatment was devised.

Over a 4-month period, the following

were recorded for each of the 57 patients

admitted to the inpatient unit: name, age,

sex, number of previous hospitalizations for

alcoholism, duration of illness, degree of in-

toxication, and severity of presenting symp-
toms. Patients’ symptoms were rated daily

for the first 2 days. At time of discharge, a

global evaluation of results was made for

each patient.

Patient Sample

While the statements of such patients

concerning their drinking habits are apt to

be questionable in specifics, it is possible to

prepare a composite profile. (The admis-

sion of 52 men and 5 women indicates a

ratio of 10 men for every woman.) In this

series, the median and mode age was 43

years, the patient had been drinking exces-

sively for many years and had been pre-

viously hospitalized and/or imprisoned for

drunkenness. His most recent drinking

bout began a month or more earlier but his

recollections of its onset or of the amount of

alcohol consumed were too vague to be

meaningful. During the time of heavy
drinking, he had eaten very little and

showed signs of avitaminosis and malnutri-

tion. When admitted he was moderately to

severely intoxicated. The longer he had
been off alcohol, the more agitated, tense

and tremulous he was apt to be. He
suffered from insomnia and showed under-

lying nervous tension and emotional with-

drawal. Only rarely was true delirium tre-

mens exhibited (7 patients)

.

With proper treatment, symptoms of ab-

stinence usually abated with 24 to 48 hours

after admission. Only infrequently did ser-

ious complications develop in our patients.
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In the present series, one developed pneu-

monia, one severe acute bronchitis and one

severe cramps in the arms and legs. These

3 patients were transferred to a general

hospital for treatment.

Treatment

On admission, a brief physical examina-

tion was done designed to uncover major

complications. The first step in treatment

was to administer a dose of 100 mg. of thio-

ridazine (Mellaril) concentrate to control

present anxiety and agitation and to facili-

tate further management.
Dehydration and malnutrition were

treated with intravenous infusions of dex-

trose 10% in water, to which a multivitamin

preparation was added. This was continued

until the patient was able to take nourish-

ment by mouth. In the case of acutely in-

toxicated patients, 10 units of insulin and 4

mg. of dexamethasone (Decadron) were

also added. “PRN” medications included

hydroxyzine (Vistaril) for patients who
were vomiting, diphenylhydantoin (Dilan-

tin) for those with a history of seizures and

magnesium sulfate for patients with severe

tremors and cramps.

Emotional support was provided by con-

tinuing the thioridazine concentrate in

doses of 50 to 100 mg. 4 times a day for the

first day or two. As symptoms (catalogued

in Table 1) abated, dosage was reduced

Table I

Effect of Thioridazine on Symptoms

Severity - Average Score
No. of Pre- Post-

Symptoms Patients treatment treatment Changes

Agitation 56 2.82 1.54 1.28

Tremor 55 2.73 1.40 1.33

Tension 47 2.66 1.21 1.45

Insomnia
Withdrawal/

43 2.79 1.28 1.51

apathy
Hostility/

28 2.39 1.04 1.35

aggressiveness

Somatic
19 2.16 0.84 1.32

complaints 14 2.07 0.79 1.28

Delirium tremens 7 2.86 1.71 1.15

gradually. Patients who expressed a sin-

cere desire to stop drinking and wished to

continue treatment and rehabilitative efforts

in our clinic continued to receive mainte-

nance doses of thioridazine as outpatients.

Results

The duration of acute withdrawal symp-
toms varied according to the degree of in-

toxication, the time the patient had ab-

stained from alcohol prior to admission and
the presence of delerium tremens.

Generally, treatment with thioridazine pro-

duced sufficient improvement within 24 to

48 hours to enable the patients to become
rational, with the entire symptom complex
subsiding to a point where most patients

were fairly comfortable and able to walk.

Only those with delirium tremens still

showed appreciable morbidity at this time;

their symptoms, though improved, gener-

ally abated more gradually.

Symptoms were rated on admission and

daily for the first 2 days using the following

scores: 0—none, 1—mild, 2—moderate,

3—severe, and 4—extremely severe.

Improvement as measured by the change in

pretreatment and posttreatment scores is

shown in Table 1. It is evident that practi-

cally all patients were severely agitated,

tense and tremulous, and suffering from in-

somnia on admission. About half were
withdrawn or apathetic and one-third were
hostile or aggressive. Somatic disorders,

primarily of gastrointestinal origin, were
recorded in about one-fourth of the pa-

tients.

The global assessment of treatment made
at time of discharge was based on the speed

and ease with which withdrawal symptoms
were controlled:

Excellent—4 patients. Rapid and com-

plete amelioration of all symptoms.

Good—3 patients. Rapid remission of

most symptoms; slower resolution of others,

with little or no need for supplemental sed-

atives*

Fair—16 patients. Slow remission of

symptoms with occasional recourse to

heavy sedation.*

Poor—4 patients. A stormy recovery.

Five patients complained of dryness of

the mouth or nose, a common occurrence

*A barbiturate, chloral hdyrate or paraldehyde

may be needed in the patient who is so agitated

as to be unmanageable without recourse to these

agents. Since these drugs tend to satisfy the

cravings of the alcoholic and give him a “kick,”

we use them only when unavoidable, and even

then, with reluctance.
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after drinking large quantities of alcohol

and not necessarily drug related. Two of

the patients who had previously suffered

from insomnia complained of drowsiness

after receiving thioridazine.

On admission, most patients showed a

rapid pulse rate (90 per minute and up) but

this returned to normal after agitation was
relieved. Blood pressure readings were

generally in the normal range on admission

and were not adversely affected by the

drugs used.

Discussion

All methods of treatment advocated for

the alcohol withdrawal syndrome have in

common the three-fold goal of: (1) relief of

agitation; (2) correction of dehydration,

malnutrition and avitaminosis; and (3) pre-

vention of complications. Described here

are the results achieved with one method
which has evolved from extensive trial with

various modalities.

First, thioridazine concentrate is given to

every patient to relieve the ever-present ag-

itation. This preparation has acted so rap-

idly in calming our patients as to obviate

the need for parenteral phenothiazines

which are generally painful by injection.

Its prompt action may be related to the

speed with which it enters the blood

stream, for Mellinger^ has demonstrated

that thioridazine appears in the systemic

circulation within about 15 minutes follow-

ing ingestion of the concentrate. The liquid

form also assures intake of the drug by
preventing “cheeking” or hoarding of medi-

cation.

Others have also used thioridazine with

good effect in the treatment of alcoholics.

Sloane and Haden- found that thiorida-

zine brought about a more quiescent

drying-out period, while Smith and

Swanson^ reported that the drug relieved

anxiety, agitation and restlessness in alco-

holics and also produced fewer side effects,

an advantage of some magnitude in patients

who are generally debilitated. Though de-

void of the antiemetic activity which is

thought desirable for the alcoholic who is

vomiting, it represents an added safety fac-

tor for it permits examination of such a pa-

tient who may be presenting with an ulcer,

intestinal obstruction or other organic

cause.

Hayman^ considers thioridazine an ex-

tremely useful agent in the management of

acute alcoholism and its complications.

According to Gitlow^, the complications

of acute alcoholism are usually the result

of the agitation associated with the with-

drawal syndrome, and include trauma, de-

hydration and electrolyte imbalance, cardio-

vascular collapse and aggravation of an an-

tecedent illness. Thus, the ability of thiori-

dazine to control the agitation and related

symptoms constitutes an important weapon
in the total management of such patients.

Contributing to this goal are intravenous

feedings and vitamins which are given for

malnutrition, dehydration and avitaminosis;

insulin, in conjunction with the dextrose, to

catabolize the alcohol more rapidly; and

dexamethasone for the endocrine and meta-

bolic disturbances sometimes associated

with alcoholism.

Summary

A method for the treatment of the alcohol

withdrawal syndrome has been described.

Thioridazine was extremely useful in

effecting rapid resolution of the agitation

and related symptoms associated with alco-

hol withdrawal.
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CASE REPORT

Tumor of the Tongue

Herbert Duncan, M.D., Nashville, Tenn.

Two reasons make the following case in-

teresting, and therefore it is reported. The
first is the type of tumor found, and sec-

ondly the age of the patient.

This is a white female child, was born by cesa-

rian section at the Baptist Hospital, Nashville, on
October 12, 1964.

The parents were 18 and 19 years of age and
were healthy. This was the first pregnancy for

the mother and had been uneventful until deliv-

ery. Cesarian section was done because of pro-

longed labor as the result of pelvic abnormality.

No difficulty was encountered in the cesarian

section and the baby appeared to be normal, ex-

cept for respiratory difficulty. Attempts were
made to suction the pharynx, but they were un-
successful. After much difficulty, the anesthetist

succeeded in placing an intratracheal tube in the

baby, whereupon breathing became normal and
color returned.

I was then called to see the baby, one hour
after birth.

Examination revealed a full-term white child

who appeared to be in no distress. The color

was good, breathing was normal and an intratra-

cheal tube was in place. On depressing the

tongue, a rather large tumor mass was seen, fill-

ing most of the pharynx. This mass at first

seemed to arise in the nasopharynx, and when
the tongue was depressed it would pop out into

the mouth.
The child was returned to the operating room

and re-examined with the use of a laryngoscope.
The tumor was found to arise from the posterior

portion of the tongue, just to the left of the
mid-line. Without anesthesia, the mass was
grasped and removed with a tonsil snare. Some
of the tumor mass which remained at the base
was trimmed off. A purse-string suture was
taken around the base which controlled bleeding.

The intratracheal tube was removed and the
baby had no further respiratory difficulty.

The child had no difficulty in nursing and was
dismissed from the hospital in 1 week.
Upon a follow-up examination 9 months later,

the tongue appeared to be normal. The baby
was healthy and had gained weight normally.

The tumor was approximately 3 by 2 cm. in

size. There was hair on the surface of the tumor
and it appeared to be rather firm. (Fig. I.)

Pathological Report. The specimen is submit-
ted in two portions: No. 1 is labeled—Tumor of

Tongue, and consists of a polypoid mass measur-
ing 3 cm. in length and 2 cm. in diameter. It is

gray in color, with a reddened, raw surface at

the base. On cut section, two types of tissue are

present: a yellowish, soft whorl of tissue, and a

gray to white mass of more firm tissue. Repre-

sentative portions are submitted for microscopic

examination.

Microscopic Description. Sections through the

mass labeled as tumor of the tongue shows thin,

but otherwise normal surface epithelium, sub-

tended by corum type of tissue containing a few
scattered hair follicles, and glands of mucous and
salivary type. Also, there are accumulations in

fascicle form of smooth muscle, nerves and ves-

sels, with mature distribution and histologic ap-

pearance. The bulk of the inner portion of this

mass is made up of lobules of fat, separated by
very narrow bands of relatively acellular, thin

collagenous elements. Everywhere the tissues

appears histologically mature.

The portion of the specimen submitted sep-

arately and labeled as base of the mass, presents

normal appearing epithelium, connective tissue

and voluntary muscle. Again, a few focal accu-

mulations of glands of the minor salivary type

are seen.

Comment: This anomaly made up of his-

tologically normal elements of a variety of

types, is suggestive to some extent of the

so-called hamartoma. However, since the

predominant tissue component is fat, it

would seem that the term lipoma probably

should be used. In any event the tumor is

benign.

Impression

This is a lipomatous infiltration at the

base of the tongue—a developmental anom-
aly. Little is to be found in the text-books

concerning this tumor. Eugene Albreckt, in

1904, was one of the first to use the term

hamartoma. This was used to describe tu-

mor-like, but primarily, non-neoplastic mal-

formations or inborn errors of tissue de-

velopment, characterized by an abnormal
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mixture of tissues indigenous to the part

with excess of one or more of these.

The simplest description I have found is

—

“a collection of normal tissues in an abnor-

mal location.” Such tumors are benign and

very few have been reported as becoming
malignant. Many are discovered at routine

autopsies. The most frequent sites of oc-

currence are in the lungs, and on the tonsils

and tongue.

Treatment is then surgical removal if the

tumor is causing symptoms, otherwise noth-

ing need be done.

Summary

(1.) A case of a hamartoma of the tongue

in a one-hour old child is described.

(2.) The pathologic characteristics of this

type of tumor is discussed briefly.

^
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CLINICOPATHOLOGIC
CONFERENCE

Veterans Adnninistration Hospital,

Memphis

Primary Myocardial Disease

Present Illness: This 47 year old Negro was ad-

mitted to this hospital for the 10th time. As
upon numerous previous admissions, he entered

the hospital because of severe dyspnea, cough,

swelling of the legs and orthopnea of several

days duration. On his last admission 1 month
before, he was placed on a low salt diet, digi-

toxin, and hydrochlorothiazide and advised to

have an injection of meralluride (Mercuhydrin)

for orthopnea. He got along fairly well until he

developed a cold with cough and production of

mucoid sputum. There was no fever. He re-

quested an injection for his orthopnea at an out-

patient clinic, but instead was sent to this hospi-

tal.

On his first adynission 10 years ago, he had a

positive blood test and a negative spinal fluid

test for syphilis and was given 6 million units of

penicillin. On several previous admissions for

cardiac failure, the diagnosis was rheumatic

heart disease, inactive, with mitral stenosis and
insufficiency. On some admissions mitral sys-

tolic and diastolic murmurs were described

which on other occasions were questionable or

absent. Marked cardiac enlargement was pres-

ent on all admissions covering 11 years.

The dietary history was not recorded. He
smoked one package of cigarettes daily and al-

cohol intake was minimal. He had the usual

childhood illnesses and gave no history of rheu-

matic fever or hypertension. Six years previous

to the present admission he had a comminuted
fracture of the midshaft of the right femur, with
open reduction and intramedullary nailing.

Physical Examination. The patient was ambu-
latory, well developed, well nourished, and in no
distress. T. was 98, P. 80 and irregular, BP.

100/70, weight 147 pounds. The neck veins were
not distended and there was no cyanosis. Pupils

were small and reacted sluggishly to light and to

accommodation. Fundi showed grade I arterio-

sclerotic changes. The cardiac PMI was in the

6th intercostal space 12 cm. from the midsternal

line. A soft, short, grade 11/VI systolic ejection

murmur was heard at the apex and was not

transmitted. The apical rate was 100 and the

radical pulse rate 60. Both were irregular. The
heart sounds were not remarkable and no other

murmurs were heard. The liver was felt 2 finger-

breadths below the right costal margin; the

spleen was not felt. There was a massively large

From the Medical and Laboratory Services,

Veterans Administration Hospital, Memphis, Tenn.

left indirect inguinal scrotal hernia approxi-
mately the size of a grapefruit. It was easily re-

ducible.

Laboratory Data. The urine was clear, with a

specific gravity of 1.024, albumin and sugar neg-
ative, 10 to 15 WBC per hpf.; WBC. count was
5,700, P.M.N. 69, monocytes 5, P.M.E. 2; RBC
count was 490 million, Hgb. 13.9 Gm., PCV. 30%,
CO 2 27, potassium 4.5 and sodium 142 mEq./L.;
BUN. was 13 mg., bilirubin 1.0 mg.% per 100 ml.,

and transaminase 26 units. STS showed a posi-

tive cardiolipin complement fixation of 32 units,

VDRL 4 units, and Reiter complement fixation

test was positive 4 units. EKG showed atrial fib-

rillation with a ventricular rate varying between
75 and 130, left ventricular hypertrophy, and
ST-T wave changes of myocardial disease or dig-

italis effect. Chest x-ray showed the heart to be
markedly enlarged and with effusion at the right

base. The right hilar shadow was prominent.
Hospital Course. The patient was given the

same diet and medication he had on previous ad-

mission. He had no nocturnal dyspnea and was
ambulatory. He had a good urinary output and
lost 9 pounds. He was started on procaine peni-

cillin on the 5th day because of his positive test

for syphilis. On the 7th day, an hour after he
was seen on a routine check by his ward physi-

cian, he was found sitting in the bathroom, his

head propped on his arm. Vital signs were ab-
sent. An autopsy was performed.

Clinical Discussion

DR. LEFKOVITS: The patient who is the

subject of our discussion this afternoon had
heart disease of many years’ duration for

which he was treated at this hospital on

several occasions, and finally died very sud-

denly and unexpectedly. On several ad-

missions previously, he was diagnosed as

having “rheumatic heart disease, inactive,

with mitral stenosis and insufficiency.” It

is interesting that on some occasions, mitral

systolic and diastolic murmurs were heard,

while on others these murmurs were ques-

tionable or absent. This is an important

item, for the usual experience with rheu-

matic valvular heart disease is that the

murmurs of insufficiency and stenosis be-

come much more pronounced when the pa-

tient recovers and his cardiac compensation

is re-established. The murmurs may be-

come faint or sometimes even disappear

while the patient is in congestive failure.

Apparently, this was not the case in our

man for, when he recovered and his heart

was compensated, the murmurs disap-

peared. We shall come back to this aspect
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later, because I believe that this observation

will aid us in determining the nature of this

man’s heart disease. Marked cardiac en-

largement was present on all admissions

during the 11 years when he was treated at

this hospital. He had no history of rheu-

matic fever or hypertension; I believe that

this information is also important as we will

see later.

As a rule, when a man with severe heart

disease is examined, one usually hears an

atrial or ventricular diastolic gallop

rhythm. I do not know whether this pa-

tient had a gallop rhythm and the examin-

ing physician failed to hear it, or whether

it was actually absent. Atrial gallop, as you

know, disappears when atrial fibrillation en-

sues because the atrial gallop occurs at the

time the atria contract. Since in atrial fibril-

lation there is no regular contraction of the

atria, the atrial gallop disappears. Ventricu-

lar diastolic gallop, on the other hand, does

not disappear during atrial fibrillation, al-

though it may be very difficult to discern

because after some beats the diastolic gallop

is not heard while after other beats it is

heard. For this reason it is difficult to dis-

cern ventricular diastolic gallop when the

heart is fibrillating. In summary, our task

this afternoon is to establish the etiology

and nature of this man’s heart disease, and
then to venture an educated guess as to

what caused his sudden and unexpected

death. Dr. Ettman, will you please show us

the x-rays?

DR. ETTMAN: I have a cross section of

his x-rays during all of his admissions here.

Ten years ago, the heart was enlarged and

the lungs were fairly clear with minimal
congestive change. There was no evidence

of fluid, and the hilar areas were fairly uni-

form with nothing pronounced. About 9

years ago again the heart was enlarged and

the lungs clear. Perhaps there was some

prominence in the right hilar area as com-

pared to an earlier examination. Two years

later there was definite prominence in the

hilar area, yet the lungs were clear. As a

matter of fact, the heart appeared smaller

this time. The next film was taken 7 years

later. Again, his heart was enlarged and

the hilar area prominent, and during all this

time the aorta is not remarkable. There

was some additional change in the right

base where he had a pneumonic process or

infarct. The next film 5 months later again

showed an enlarged heart and hilar promi-

nence. Now there had been some change at

the right base with fluid or residual pleural

thickening. There was certainly suggestion

of some effusion at the right base at this

time, and the heart was larger than it had
been previously. We had difficulty in dif-

ferentiating the chest wall from the left

border of the heart. There was also a fur-

ther increase in the prominence of the out-

flow tract of the right ventricle and the left

hilar area. Two months later there had
been some regression. The right side was
still prominent, and there had been little

change at the right base during this time.

Four months later, we again had a similar

situation where the hilar areas were promi-

nent, and there was some re-accumulation

of fluid in the right base. In the final film

there was probably fluid in the right base

and prominence of both the right and left

pulmonary arteries. There was no evidence

of actual infiltration in either lung field.

DR. LEFKOVITS: Do you attach any im-

portance to the interlobar fissure between
the middle lobe and lower lobe in the x-rays

taken between 1962 and 1965?

DR. ETTMAN: He may have had either a

small amount of fluid, or inflammation to

cause pleural reaction.

DR. LEFKOVITS: What about the blunt-

ing of the right pulmonary artery which be-

came evident in 1963?

DR. ETTMAN: This may have been the

result of a pulmonary thrombus or embolus,

or it may be secondary to a chronic cor pul-

monale.

DR. LEFKOVITS: Thank you. Dr. Ett-

man. I have listed on the board the various

types of heart disease which we will con-

sider. Table 1.)

Table I

(1.) Coronary arteriosclerotic heart disease.

(2.) Hypertensive cardiovascular disease

(a.) Dissecting aneurysm.
(3.) Cor pulmonale.

(4.) Rheumatic valvular heart disease.

(5.) Syphilitic heart disease.

(6.) Congenital heart disease.

(7.) Miscellaneous group of heart disease

—

thyroid heart disease (hyper and hypo), pericar-
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dial heart disease, sarcoid heart disease, rheuma-
toid heart disease, nutritional (beri-beri) heart

disease, iatrogenic heart disease.

(8.) Primary myocardial disease.

The most common type of heart disease

that we see at this hospital is probably coro-

nary arteriosclerotic heart disease. Now,
did this man have coronary arteriosclerotic

heart disease? There is nothing in the his-

tory to indicate this, and the electrocar-

diogram is not that of a recent or old infarc-

tion. Similarly, for the second type of

heart disease on our list, hypertensive car-

diovascular disease, we are told that his

blood pressure was low normal, and find

nothing in the protocol which would indi-

cate that he had hypertension at any time

in the past. So, I think we can be confident

that he did not have hypertensive cardio-

vascular disease. Did he have cor pulmo-

nale? While some of the x-rays do show
prominence of the upper part of the left

cardiac border where the pulmonary artery

shadow is located, the subsequent course

does not seem to bear this out. I believe

that he did not have cor pulmonale, for he

did not have any of the chronic lung dis-

eases such as emphysema, severe bronchiec-

tasis, or primary pulmonary hypertension

during the course of which we see corpul-

monale. If he did have pulmonary hyper-

tension, it must have resulted from pulmon-

ary infarction which he apparently had at

some time in the past. I believe this was
not the cause of the repeated episodes of

congestive heart failure. Did he have rheu-

matic valvular heart disease? This is a

more difficult problem to solve. It is diffi-

cult to exclude rheumatic valvular heart

disease with certainty because we are told

that he had mitral systolic and diastolic

murmurs and that the diagnosis of rheu-

matic heart disease was made. However, as

I mentioned earlier, the observation that

these murmurs had disappeared and had

reappeared at different times makes me feel

fairly certain that his murmurs had been

misinterpreted; that the murmurs resulted

from dialatation of both ventricles and were

produced by the valvular incompetence sec-

ondary to the marked enlargement of the

ventricles. In rheumatic valvular heart dis-

ease, the murmurs almost invariably be-

come more pronounced after compensation
is re-established. In this patient the mur-
murs disappeared. I think, therefore, that

this evidence is sufficient to exclude rheu-

matic valvular heart disease. Did he have
syphilitic heart disease? This man did have
a positive serologic test and was treated for

it a few years ago, but he did not have the

other manifestations of syphilitic heart dis-

ease, so we can confidently rule it out.

Congenital heart disease should always be
considered when a man enters with a his-

tory similar to this, but there is nothing

here to indicate that he had congenital

heart disease. I have also listed a miscella-

neous group of conditions which we see oc-

casionally; thyroid, pericardial, sarcoid,

rheumatoid, nutritional and iatrogenic

heart disease. I believe that we can readily

rule out all of these types of heart disease.

We now come to the last type of heart dis-

ease indicated on this list, namely primary

myocardial disease, also known as cardio-

myopathy, myocardiosis, diffuse myocardial

disease, and idiopathic myocardial hyper-

trophy. I believe that this illness consid-

ered today fits the criteria which have been

established for this type of heart disease. It

is true that there are not one or two single

features which would help us make this di-

agnosis with certainty. This type of heart

disease has come to our attention only dur-

ing the past 10 years. Its recognition is

still being missed at the present time by

many physicians. We, ourselves, have been

guilty of missing the diagnosis. When we
see a conduction defect or bundle branch

block in the electrocardiogram in a man
with an enlarged heart who is in failure, we
usually assume that the diagnosis is arter-

iosclerotic heart disease.

Primary myocardial disease represents a

process in which the predominating lesion

involves the entire heart muscle and which

is different from that found in the types of

heart disease listed in table 1. Because I

feel confident that this man had primary

myocardial disease, I am going to discuss

briefly its main features. The cause of pri-

mary myocardial disease is not definitely

known; it probably represents a heteroge-

nous group of diseases. The following list
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is taken from the article by Segal, Harvey

and Gurel.^

Table II

Primary Myocardial Disease, Etiology*

1. Idiopathic (unknown etiology)

.

2. Specific etiology

(a) . Infectious (viral, bacterial, mycotic, par-

asitic, protozoal, rickettsial)

.

(b) . Metabolic (hyperthyroid, hypothyroid,

pheochromocytoma, nutritional, electrolyte im-
balance, anemia)

.

(e). Toxic (emetine, carbon tetrachloride, bac-

terial toxins, others).

(d) . Infiltrative (malignancy, sarcoid, hemo-
chromatosis, amyloidosis, glycogen-storage dis-

ease) ,

(e) . Collagen diseases.

(f) . Neuromuscular disorders (progressive
muscular dystrophy, dystrophia myotonia, Fried-

reich’s ataxia)

.

(g)

. Pregnancy and postpartal state.

(h) . Congenital or familial myocardial disease.

(i) . Miscellaneous—endocardial fibroelastosis,

endomyocardial fibrosis, alcoholic myocardiopa-
thy, hypertrophic muscular outflow tract ob-

struction (obstructive cardiomyopathy), hyper-
sensitivity, and traumatic myocardial injury.

*From Segal, J. P., Harvey, W. P. and Gurel,

T."

The pathologic features of the disease

consist of a generalized enlargement involv-

ing all of the chambers of the heart. Only-

very few cases have been reported that did

not have marked enlargement of the heart.

The enlargment involves both ventricles,

and, as failure develops, the atrioventri-

cular valve rings dilate and the atria parti-

cipate in the enlargement, producing a gen-

eralized cardiac enlargement. Because of

the incompetency of the mitral and tricus-

pid valves, various murmurs, most often mi-

tral systolic and mitral diastolic are heard,

and diastolic gallop rhythm, atrial or ven-

tricular, are frequently present. During ep-

isodes of cardiac failure, the diastolic atrial

and ventricular gallop may produce sum-
mation gallop which resembles the rum-
bling diastolic murmur of mitral stenosis,

and may be mistaken for the presence of

mitral stenosis. I believe that this obtained

in our case; on one occasion these murmurs
were apparently more prominent and were
thought to be due to rheumatic valvular

heart disease. One of the confusing fea-

tures of this disease is that the left atrium

may be enlarged in a manner which is simi-

lar to that seen in instances of rheumatic

valvular heart disease; the braium-filled

esophagus may be displaced posteriorly and

the left main bronchus may be raised, indi-

cating respectively horizontal and vertical

enlargement of the left atrium, thus further

compounding the difficulties of the physi-

cian in differentiating this disease from

rheumatic valvular heart disease.

Another feature which is seen, is repeated

episodes of congestive heart failure. These

were present in our patient. It is true that

in some of these patients the tempo of the

disease is much faster than in our case.

The period from onset to eventual death

may take only a few months, but there are

many patients who have been followed for

many years. Cardiac arrhythmias are very

commonly present in these patients, as are

conduction defects which may involve both

the atrioventricular node and the interven-

tricular conduction system. Many patients

have atrial fibrillation, ectopic rhythms of

various types, ventricular tachycardia, right

bundle branch block, left bundle branch

block and changes in rhythm producing Ad-
ams-Stokes syndrome with episodes of syn-

cope. Our patient had atrial fibrillation.

Sudden death has been commonly noted in

these people. Due to the dilatation of the

cardiac chambers, mural thrombi have

often been noted, both in the left and right

heart. These may serve as sources of em-
boli which lead to pulmonary embolization

and pulmonary infarction, and this may be

a common termination of these people.

Taking together all of these features, I

think we can confidently make the diagno-

sis of primary cardiomyopathy.

Now, coming to our second problem, what
killed this man, what brought about the

sudden and unexpected death? I have

stated that people who have this disease are

subject to sudden death. In a group of 35

patients, 9 had such a sudden and unex-

pected death. ^ I believe this man prob-

bly had a massive pulmonary embolism.

From the appearance of the right pulmon-

ary artery and right lung base, he must

have had a pulmonary infarct. Emboli and

infarcts may be bilateral and vary in size

and are often accompanied by pleural effu-
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sion. The effusion in such instances may be

serous or serosanguineous, or in some cases

frankly bloody. This man had a fairly

large effusion. On the other hand, he may
have died during an episode of arrhythmia

with changing rhythm associated with

Stokes-Adams syndrome with syncope and

cardiac standstill. In summary, my diagno-

sis is primary cardiomyopathy with termi-

nal pulmonary embolism or arrhythmia.

Anatomic Findings

DR. EMANUEL: The positive findings in

this case were limited to the lungs and the

heart. The left lung weighed 350 Gm. and

the right lung 380 Gm. The sections

showed atelectasis and many pigment-laden

macrophages and some red cells in the al-

veoli. No emboli or infarctions were pre-

sent. The heart weighed 620 Gm. and was

markedly dilated. In addition, there were

some areas of fibrosis beneath the endocar-

dium (Fig. 1). There was flattening of the

Fig. 1. Section through left ventricle showing
fibrous thickening of the endocardium.

trabeculae carneae produced by the great

dilatation that was present. The left ven-

tricle measured 1.5 cm. and the chamber

was dilated. Again, there were areas of

patchy fibrosis in the endocardium. The

coronary arteries showed minimal atheros-

clerosis, and the lumens were widely pa-

tent. The endocardium was markedly

thickened and showed fibrosis extending

into the myocardium. The myocardium
showed diffusely scattered areas of fibrosis.

Dr. Lefkovits is thus quite correct in his di-

agnosis. We believe the sudden death re-

sulted from arrhythmia.

Primary myocardial disease is a disease of

young adults usually occurring in the 30 to

40 year age group, but it does occur in

younger individuals and in older people.

There is a predilection for males and for

members of the negro race. Many patients

give a history of excessive alcohol intake

and poor nutrition. Cardiac catheterization

shows a low cardiac output and elevation of

the end diastolic pressures in the left

atrium, main pulmonary artery, and the

right and left pulmonary arteries. The dif-

ferential diagnosis includes, in addition to

what Dr. Lefkovits mentioned, acute glome-

rulonephritis. If a patient has hematuria

and presents with the sudden onset of left

ventricular failure, this diagnosis is sug-

gested. However, in idiopathic myocardial

hypertrophy, the circulation time is pro-

longed. Pericardial disease may be simu-

lated by the paradoxical pulse and the

marked jugular venous distention, but in

idiopathic myocardial hypertrophy, the

heart size is usually larger than that charac-

teristic for constrictive pericarditis, and

there is no calcification in the pericardium.

Beriberi heart disease is thought of because

of a frequent history of alcohol intake and

poor nutrition, but beriberi heart disease

has a high output failure and idiopathic my-
ocardial hypertrophy provides a low output

failure. Hypertrophy of both ventricles is

present. Occasionally the right ventricle is

more markedly involved than the left, but

this is rare. Cellular hypertrophy is pres-

ent and the nuclei are large. There is in-

terstitial fibrosis of the myocardium, and

this varies from focal areas of fibrosis to

widespread replacement. Mural thrombi

are occasionally present in both ventricles

and these are frequently the origins of em-

boli to the systemic circulation and to the

pulmonary circulation. No inflammatory

infiltrates are found in the myocardium.

Sanders, Ritts, and Roy,^ recently did

some immunofluorescent studies on surgical
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and autopsy heart tissue, and in 6 of 9 pa-

tients they were able to demonstrate what
they termed bound gamma globulin in the

ventricular muscle. It was located in the

sarcolemma sheath and just beneath it, and
they postulate that this may be an auto-im-

mune disease.

Final Anatomical Diagnosis

Idiopathic Myocardial Hypertrophy

PROPRANOLOL IN THE TREATMENT AND
PREVENTION OF CARDIAC ARRHYTHMIAS.
Ralph Gianelly, M.D., John R. Griffin, M.D.,

and Donald C. Harrison, M.D. Ann. of Int.

Med. 66: 667, 1967.

This paper describes the use of propranolol in

the control of arrhythmias of acute onset and in

prophylaxis against recurrent arrhythmias.

In this series of cases 44 patients were treated

with propranolol. Twelve patients with atrial fib-

rillation were treated on 22 occasions with pro-

pranolol. Nine of the 12 were on maintenance
doses of digitalis glycosides. The ventricular rate

was slowed in each patient during the infusion.

The greatest slowing occurred in the patients with

rapid ventricular rates who were not on digitalis.

There were 7 patients treated for atrial fiutter, all

of these had a decrease in ventricular rate without

atrial slowing after treatment with propranolol

intravenously. In 1 patient, there was reversion

of the rhythm to normal sinus. Five of the pa-

tients with atrial fiutter were on digitalis prepara-

tions at the time of treatment and 2 of the 5 had
been treated with very large supplemental doses

of digoxin without ventricular slowing. The 7 pa-

tients with paroxysmal atrial tachycardia experi-

enced a decrease in heart rate when treated with
propranolol and 1 patient with nodal tachycardia

responded favorably. One patient with recurrent

ventricular tachycardia and ventricular fibrilla-

tion following a myocardial infarction was treated

unsuccessfully.

Two patients with paroxysmal auricular fibrilla-

tion were treated orally with maintenance doses

up to 90 mg. per day of propranolol without bene-
fit. There were 6 patients with paroxysmal atrial

tachycardia, of 10 treated, who responded favora-

bly to the use of propranolol. All of these pa-

tients had been treated at some time with digi-

talis, quinidine or procainamide without beneficial

effect. Two patients with Wolff-Parkinson-White
syndrome and paroxysmal supraventricular tachy-

cardias were treated with the drug. Neither of

these had ever responded to digitalis and quini-

dine, but both responded well to propranolol.

There were 4 patients with recurrent premature
ventricular contractions treated up to 2 months
with propranolol without beneficial effects. One
of the 4 had coronary artery disease and the other

3 had no known heart disease.
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In discussing the paper, the authors state that

propranolol produced a reduction in ventricular

rate by means of increase in atrioventricular block

in atrial fiutter and atrial fibrillation. This oc-

curred either in the presence or absence of digi-

talis. Propranolol reduced the heart rate in all

patients with atrial and nodal tachycardia by
slowing the atrial or nodal focus. Reversion to a

normal sinus rhythm occurred in most cases soon

after the slowing of the supraventricular focus.

Two of their series of patients with atrial tachy-

cardias were intoxicated with digitalis and the au-

thors state that the administration of propranolol

to these two patients was probably lifesaving.

The effects of intravenous propranolol on ar-

rhythmias of sudden onset could be observed

within minutes of the injection. The effects of

propranolol orally on the prevention of long term
recurring arrhythmias was extremely difficult to

evaluate.

The authors state that this drug was not given

to patients with severe hypotension, bronchial

asthma, or moderately severe or severe congestive

heart failure. In this type of patient, the use of

this drug is associated with danger. Two of the

patients in this series developed nausea and vom-
iting and one patient developed mild congestive

heart failure while on prophylactic propranolol, 60

mg. daily.

In Summary. In this series of 44 patients with

arrhythmias of various types, it appears that pro-

pranolol is useful in the treatment of several types

of cardiac arrhythmias. It is felt that propranolol

may be the drug of choice in arrhythmias result-

ing from digitalis intoxication, provided hypokale-

mia is not present. This drug is useful in control-

ling the ventricular rate in patients with atrial

fibrillation or atrial fiutter, particularly where

digitalis is either not effective or produces un-

desirable side effects. They also conclude that

propranolol is useful in the preparing of patients

for cardioversion. This drug appears to be effec-

tive in paroxysmal arrhythmias experienced by

patients with Wolff-Parkinson-White syndrome. It

was not effective in the one case of ventricular

tachycardia treated in this small series.

(Abstracted for the Middle Tennessee Heart As-

sociation by James N. Thomasson, M.D., Nash-

ville)
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SUMMARY OF ACTIONS OF THE AMA HOUSE OF DELEGATES
NOVEMBER 26-29, 1967-HOUSTON. TEXAS

• "The future of the individual physician, of patient care,
and of the methods by which it will be made available to all
people do not depend on physicians' efforts alone," Dr.
Milford 0. Rouse, AMA, President, said in his address to the
House of Delegates. "They depend also on the future atti-
tude of the nation toward free enterprise ; on the degree of
future national respect for individual initiative ; and on the
extent of future overall acceptance of the concept that
personal satisfaction and personal benefit ought to be
gained principally through personal endeavor."

• There was no lack of positive action in the Houston meet-
ing, at which 238 delegates attended, dealing with ninety-
six items of business, including seventeen reports from the
Board of Trustees, twenty from the four Standing Committees
of the House ; one special report each from the AMA-ERF and
the Commission to Coordinate the Relationships of Medicine
with the Allied Health Professions and Services ; and fifty-
seven resolutions from state medical associations.

• A report was adopted on the "Report of the National Ad-
visory Commission on Health Manpower, " which was submitted
to President Johnson on November 20. The emphasis in the
report is to center responsibility on the professional
groups best able to evaluate and plan in health areas,
rather than on government and non-professionals.

• The House adopted a number of reports and resolutions re-
lating to health care from the standpoint of the community
and the individual patient. One report pointed out that
standards of medical care are set at the local level and
called attention to disturbing trends pointing to the pos-
sible establishment of medical care standards on a national
basis. Another stated that AMA should provide the leader-
ship in informing the public, the profession and other ele-
ments of the health care field as to practical means of
moderating health care costs, the value of voluntary health
insurance, expanding the medical manpower supply and im-
proving the health care of the American people.

• In regard to medicare, the House reaffirmed its support
for direct billing under the federal program and adopted a
resolution calling for the collection and public dissemina-
tion of figures on the administrative costs of medicare.

The House resolved that the AMA continue its efforts to
provide for the implementation of Title XIX in a manner
which recognizes "the physician's right to bill directly all
patients, including Title XIX patients, and allows the
physician or his patient to be reimbursed his usual, cus-
tomary and reasonable fee for his professional services" ;

and that the Association actively seek changes in the law
that will secure "equal and simultaneous application to all
jurisdictions." On other legislative matters, the House
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urged continuing opposition to the Long Drug Bill and ap-
proved a resolution that state medical associations should
establish active legislative task forces at the congres-
sional district level to maintain an effective working rela-
tionship with congressmen.

• The House approved a resolution urging the AMA to con-
tinue to answer and counter, as promptly as possible, un-
fair public attacks on the medical profession.

The House urged that when charges are aimed at physicians
in an individual state, the state and local medical associa-
tions should work together to respond as quickly as possible
and inform the AMA of the action taken. The House noted
there will be times when a prompt response is not possible
but that a statement should be issued as soon as the facts
can be assembled. It should be borne in mind that an
uninformed response is worse than no response at all.

• Because both medicare and medicaid provide payment for
medical care rendered to patients by residents, the House
resolved that the Association should study the problem and
develop guidelines that are acceptable to supervising
physicians, teaching institutions, and government agencies
involved in the payment process. In addition, the House
adopted resolutions: —Proposing the acceptance of physi-
cians on hospital Boards of Trustees as the most effective
form of liaison between the medical staff and hospital gov-
erning authorities. —-Calling for more effective liaison
and better coordination between medical staffs and local
medical societies.

• In a special report on the AMA Education and Research
Foundation, it was reported that the Board of Directors of
the AMA-ERF had "voted to endorse in principle the reloca-
tion of the Institute for Biomedical Research on or
contiguous to, the University of Chicago campus."

® -—Adopted reports establishing essentials for approved
schools of certified laboratory assistants, inhalation
therapy technicians, and others. —Adopted a resolution
calling for the Committee on Health Manpower and the Coun-

j

cil on Medical Education to continue to study and evaluate
^

the foreign resident, intern and physician program.—-Referred to the Board of Trustees a resolution recom-
mending registration fees from non-member physicians attend-j

ing AMA scientific sessions. —Reaffirmed support of AMPAC
and commended the Board of Trustees for development and
support of AMPAC, and urged the Board to explore additional
ways of increasing and strengthening its support for AMPAC.—-Referred a resolution on coercion by the Department of
Health, Education, and Welfare to the Council on Medical
Service for guidance in its continuing liaison activities
v/ith the Social Security Administration.

® The AMA House endorsed the concept that the procurement,:
processing, distribution or use of human blood or other
human tissues constitutes the rendering of a medical servic:
and not the sale of a commodity. In approving the measure,;
the House urged state medical associations to support legis
lation at the state level and to support federal legisla-
tion defining blood transfusions as a service and not a
sale. (NOTE; Tennessee is one of ten states that have al-

,

ready adopted such a law through its general assembly.
) ,
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• A house and Senate conference committee agreed to a
pared-down version of the social security-medicare bill
which was adopted by both bodies prior to the December
adj ournment

.

The $3.6 billion bill raised social security benefits and
taxes and modified medicare and medicaid regulations.
Several provisions opposed by the medical profession were
dropped from the compromise measure including the services
of chiropractors and optometrists.
• Of particular importance to physicians is a provision
allowing submission of itemized statements of doctor charges
to the carrier with reimbursement directly to the patient.
This amends the current requirement calling for a receipted
bill. The AMA had urged the adoption of this alternative
billing method in order to relieve possible hardships on
patients. Eliminated was a requirement for physician
certification for initial hospitalization which was also
recommended by AMA.
• The principal medicare expansion attempt was a proposal
to make services available to disabled social security
recipients. Neither the House nor Senate adopted this
proposal however.
• Outpatient hospital services were transferred to Part
B of Medicare. A provision to allow payment for full
reasonable charges for radiological and pathological
services for inpatients without counting towards the Part B
$50 deductible, v/as also adopted. An additional 60 days,
over a life-time, of hospital coverage with a $20-a-day
coinsurance feature was included.
® Medicaid or Title XIX amendments included a provision
to limit federal contributions to persons whose income
does not exceed by more than % the income ceiling for
welfare assistance. (In Tennessee, cash assistance under
the Department of Public Welfare for a family of four is
$2,370.

)

Also authorized was a provision to allow direct billing
of medicaid patients if the states choose, but not for
medicaid patients also on cash assistance.
• The major setback for the Senate forces was the scaling
down of Senator Russell Long's plan to create a federal
formulary committee to test and grade all drugs. The list
of approved drugs and their general prices would have been
used as a basis for reimbursement of drugs for welfare
patients. Instead, the final bill authorized the Secre-
tary of HEW to require states to establish standards to
assure the reasonable costs of drugs used in federal wel-
fare programs, including medicaid. Previously, the Senate
had rejected a move to make drugs an outpatient medicare
benefit.
© Social security cash payments were increased by 13% and
the taxable wage base was raised from the current $6,600
to $7,800 to pay for the increases. Beginning in February,
an additional $1 per month will be collected for Part B
premiums. With the government matching the individual's
payment of $4, the total Part B premium will go to $8 per
month.
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TMA Transmitter

General Assembly
Set to Reconvene

Volunteers Needed
To Staff Capital
First Aid Station

Big Labor
Big Business

Recent TMA
Publications

• During the month of December, a new publication called
the "TMA Transmitter" was mailed to the membership. The
development of the newsletter-type information piece was a
a result of action by the TMA Board of Trustees authoriz-
ing the mailing.

No time intervals for publication of the TMA Transmitter
has been established. It will be mailed on a as-needed
basis when pertinent and timely information needs to be
disseminated to the TMA membership quickly.

Comments from physicians regarding content, readability,
distribution, etc. are welcome.

• The Tennessee General Assembly will reconvene February
13th to complete the thirty available legislative days re-
maining for the 85th Assembly.

All bills introduced but un-acted upon during the initic
60-legislative day session last year are still pending and
remain in committees to which they were referred.

The House Public and Mental Health Committee has been
studying various aspects of establishing a Title XIX pro-
gram in Tennessee and enabling legislation may be
introduced as a result. The three physicians who serve in
the House, Drs. Dorothy Brown of Nashville, Jack Peeples
of Memphis and Grailey Berryhill of Jackson, are members
of the committee.

• TMA v/ill continue to co-sponsor a first aid station in
the capital with the Tennessee Hospital Association. The
service, which was initiated during the 1967 session, re-
quires a physician to be available each day of its opera-
tion. TMA members who would be willing to devote a
Tuesday, Wednesday or Thursday from February 13th until the

first week of April to staff the facility should notify
Mr. Williams at TMA headquarters immediately. Your help
is needed !

• The Industry News Digest, published by the Tennessee
Manufacturers Association, reported the following interest-
ing item relative to labor unions and their dues-paying
members

:

"Labor Unions have big budgets, big staffs and have be-
come big business in their own right. With income cur-
rently averaging some $275 per member, or about
$5,000,000,000 per year, the 18,000,000 union workers who
pay dues are supporting some 400,000 union officials,
organizers and office personnel at union headquarters.

"According to these figures, it takes about 45 dues-
paying workers at the production level to support each
official at the top level."

• Two new publications produced by TMA have been mailed
to all members. They are: a roster of physician super-
vised medical laboratories in the state and a recently
adopted "code of cooperation" for physicians and
pharmacists.

The TMA Committee on Blood Banks and Laboratories spent
some 18 months developing the lab roster. The list is made
available to TMA members for information only and is not t

be regarded as a complete or exclusive list of the Tenness
physicians who do laboratory work nor a complete list of
the labs in the state.

The Interprofessional Liaison Committee developed the
physician-pharmacist code after several meetings with a
liaison committee of the Tennessee Pharmaceutical Associa-
tion. The code is not intended to supersede or transcend
the laws or the ethical codes governing each of the profeS'
sions individually, but is intended as a guide to physicia:
and pharmacists in serving their patients and community.

The committee is conducting similar meetings with a
liaison committee of the Tennessee Bar Association relativ
to the possibility of developing a code.
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Things To Conne

We are beginning to sense renewed activity and new regulations
dealing with Medicare as action on the various bills in the Congress
unfold. In the Social Security Amendments of 1967, there are
many changes and revisions that have been presented.

Let’s face it. The climate is changing and the full impact of

the aged under Medicare and those receiving public assistance has
not yet been felt by many independent physicians. The entire
practice of medicine is changing because of the government’s new
interest in “health depressed areas—the urban ghetto and rural
depressed regions”.

Medical practice has changed before and may change again.

Part of the change taking place is occurring in our own state in

the legislature. More than seventy-five bills, directly related to health care, were intro-

duced in the first session of the 85th General Assembly. In February, the second session

of the 85th will reconvene for thirty additional legislative days. We must again be on the
alert to the issues that will involve us. We must strive to increase the influence of or-

ganized medicine if we are to reflect the feelings and philosophy of the vast majority of

physicians.

Our problems will be many in 1968. I am certain that all members of TMA are aware
of the current controversies existing at the national and state legislative levels regarding
revisions in Medicare and Medicaid, as they relate to future medical practice. Various
unqualified groups, such as chiropractors, are striving diligently to be included under the
provisions of these laws by attempting to expand the health care specified under Social

Security, Title XVIII and Title XIX.

A considerable amount of printed and oral information flow out from TMA headquar-
ters. Our efforts to communicate “from the top down” are considerable. But communi-
cation must be a two-way street. TMA has inaugurated a Newsletter entitled the
“Transmitter”. You received this publication last month and it is a new effort to pass
along pointed information in a succinct style wherein every physician’s armamentarium
can include the latest information that will be valuable to him as a physician and as a
citizen in these changing times.

The political action committee movement started in 1961 at the AMA level and, subse-
quently, was adopted by the states. We now have a going political action movement in

Tennessee with our IMPACT program. It has proved to be the most effective method
for physicians in supporting candidates for office who, regardless of their political affil-

iations, share our deep concern for the health care needs of the people in our State and
Nation. Let us not faulter in this activity.

This brings me to the final point that I want to make in this letter, that now and in the
future, greater demands will be placed on our minds, our time and our means in regard
to supporting individuals seeking public office who have the public’s interest at heart.

Sincerely,

,
i)

Dr. Kressenberg

President
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EDITORIAL
"TMA TRANSMITTER"

Our Executive Director, Jack Ballentine,

and his staff are to be complimented upon
the appearance of the first issue of this

news bulletin, and our Board of Trustees

are to be commended for authorizing the

expenditure of funds for this purpose. This

first issue of December, 1967, contains the

following statement: "This initial issue of

the TMA TRANSMITTER is a new effort to

communicate with doctors of medicine in

Tennessee. It is intended in these pages to

bring timely information in a brief and suc-

cinct style. It will contain news that you

can use in these rapidly changing times.

The Transmitter will reach you at intervals

when timely and important information

will be of material assistance."

I cannot refrain from emphasizing to the

members of TMA the importance of this

line of communication. Previously, on these

pages I have pointed to the developing

changes in the role of state medical asso-

ciations under the influence of social, eco-

nomic and governmental pressures. With

the perspective of only under two decades

as Editor, I have observed the needs and
functions of the TMA change from an or-

ganization primarily involved in matters of

the professional life of its members—con-

tinuing education with sizeable financial

contributions to this, and the use of the An-
nual Program and the pages of the Journal
for the purpose of expanding the knowledge
of the practitioner of medicine.

The first break in the traditional function

of the Association was in its need to face

prepaid health insurance and its problems

with the Tennessee Plan. Next was the ac-

ceptance of the challenge of "Appalachia"

and doing something about it with the aid

of a grant from The Commonwealth Fund, a

dozen years before the President of the

United States and his advisors thought

about it. Then came the TMA sponsored

state legislation, the first of its kind—The
Hospital Act for the Indigent. Finally, the

TMA has needed to assume the quasi-official

roles assigned by the avalanche of federal

welfare legislation and later by medical

legislation. The Association has needed to

stand ready to advise with the State Legis-

lature and the Governor’s Office upon de-

mand, in implementing these programs.

Periodically, I believe it is good to review

these activities known only in detail to the

officers of TMA and to some degree to the

members of the House of Delegates. Other

older members who should know, often for-

get, and younger members and newcomers
to Tennessee, in their ignorance, do not un-

derstand the activities of the Association.

In these less than twenty years three staff

men have been employed to assist the Exec-

utive Director with needed secretarial staff.

Two of these four men devote approximate-

ly 70% of their time to meeting the re-

sponsibilities of TMA as the result of state

and federal laws recently passed relative

to health and medical care that were cer-

tainly not of our making.

The function of a state journal has been

described previously (J. Tennessee M. A.

58:382, [Nov.] 1965). It provides a forum
for authors, especially younger ones, to

publish the results of their clinical observa-

tions, and such papers and other features

provide for a degree of continuing educa-

tion. A state journal provided the only link
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to the past medical history of an area.

Our Journal too provides the notice of

deaths, personal news, and knowledge of to-

day’s medical developments within our

State, our medical schools and in other or-

ganizations.

However, the daily telephone calls from

throughout the State to our Executive Di-

rector about the socio-economic aspects of

medical practice as of today point up the

importance of communications between the

Headquarters of TMA and its members.

For years we have urged upon the mem-
bers the reading of the “yellow pages” and

the President’s Page and the editorial pages

used primarily to acquaint the membership

of actual facts as well as current trends in

the nonprofessional aspects of medical prac-

tice, no longer to be rejected as unimpor-

tant. We add, from time to time, “special

articles” or “items” upon timely subjects

(as recent descriptions of the state’s Re-

gional Programs) which we believe neces-

sary to present new concepts or to empha-

size current facts. We know from tele-

phone calls that many members do not read

the Journal but pick up the telephone in-

stead.

Therefore it appeared that another means
of communication was needed, even though

at some expense, which by another format

might come to the attention of those who
postpone reading the Journal to a more
convenient time which just does not seem to

arrive. Please, we beg, instruct your secre-

tary or nurse, or whoever opens your mail,

not to drop the copy of the TMA TRANS-
MITTER into that “round file” under her

desk where she deposits much printed mat-

ter which never reaches your eyes.

You have paid for it, so read it—you may
need to know something of its content!

R. H. K.

Erratum

“If the repeat intraocular pressure

measures over 22 mm. Schiotz, or if

there is a difference greater than 55

mm. Hg. Schiotz between the two

eyes,” should read “if there is a differ-

ence greater than 5 mm. Hg. Schiotz

between the two eyes was significant.”

October 1967, page 1068.

Special Item
RETIREMENT BENEFITS FOR
SELF-EMPLOYED PERSONS

John J. Wannamaker,* Nashville, Tenn.

Because the fully deductible retirement plan

for the self-employed begins in 1968, it appears

essential that this provision of the 1966 Tax Act
be again brought to the attention of our readers.

—Editor.

A new tax break will be available to the

self-employed beginning January 1, 1968.

For the first time a self-employed person’s

contribution to his retirement plan will be

fully deductible for income tax purposes.

The law allowing the creation of retire-

ment funds for self-employed persons and
their employees was enacted in 1962 as the

“Self-Employed Individuals Tax Retire-

ment Act of 1962.” At that time the Act

was passed in response to the demands of

self-employed and professional people that

they be treated on a plane of equality with

corporate executives in respect to the es-

tablishment of retirement plans. The plan

did not have the equalizing effect that was
anticipated. Under the 1962 Act only one-

half of the self-employed person’s contribu-

tion to his retirement fund was deductible

for income tax purposes. As a result of this

limitation, as well as other restrictions, the

interest of the self-employed soon waned,
and few plans were established.

Again in response to the clamor from the

sole proprietor’s sector, the 89th Congress

passed, as a part of the Foreign Investors

Tax Act of 1966, various amendments to the

1962 Act, which will have the effect of liber-

alizing the original Act. The foremost pro-

vision of the 1966 Act provides that begin-

ning January 1, 1968, contributions to a

self-employed person’s retirement fund

would be fully deductible on such person’s

Federal income tax return. Needless to

say, there is renewed interest in this field

both on the part of persons entitled to the

new benefits as well as banks and trust

companies, life insurance companies and

mutual funds, which organizations are of-

fering their services in the establishment of

such plans.

*Trust Officer, Commerce Union Bank, Nash-
ville, Tenn.
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Who is Self-Employed. Generally speak-

ing, a self-employed person is anyone who
pays self-employment tax. Those who
qualify include doctors, lawyers, dentists,

accountants, etc. A member of a partner-

ship also qualifies as a self-employed per-

son.

Amount of Contribution. A self-employed

person may contribute to a retirement plan

an amount equal to 10% of his earned in-

come for the year or $2,500, whichever

is less. If the plan permits “voluntary con-

tributions,” the sole proprietor or partner

may contribute up to an additional $2,500,

making a total of $5,000 a year which

a person may set aside in his retirement

fund. It is to be noted, however, that the

additional amount contributed as a volun-

tary contribution is not deductible for in-

come tax purposes, although it, along with

the required contribution, will accumulate

tax-free income until retirement.

Pension or Profit-Sharing Plan. In the

establishment of a self-employed person’s

retirement plan, the law allows a choice of

either a “pension plan” or a “profit-sharing

plan.” If the choice is a pension plan, con-

tributions must be a straight percent of in-

come, subject to the $2,500 limitation. On
the other hand, if a profit-sharing plan is se-

lected, contributions will be geared to prof-

its from the business. There would be no

obligation to make a contribution in a year

of little or no profits. The law simply re-

quires that there be a “definite formula” for

determining the amount of contributions to

the profit-sharing plan. The customary

procedure is to provide that contributions

will be a given percent of profits in excess

of a specific amount. Of course, contribu-

tions to a profit-sharing plan are subject to

the same $2,500 limitation.

Employees to he Included. One of the

basic requirements of any retirement plan,

whether for the self-employed person or for

a corporation, is that it not discriminate in

favor of any participant or group of partici-

pants. Consequently, any contribution that

an employer makes for himself must be

matched with a proportionate contribution

for each of his regular employees, who have

been in his employment as long as three

years. That is, if he contributes 10% of his

earned income to a retirement fund for his

own benefit, he must also contribute 10% of

each of his employees’ compensation to the

fund for such employee’s benefit. All con-

tributions for employees are deductible as

business expenses, and will assist the sole

proprietor in recruiting and keeping em-
ployees in these days when fringe benefits

are as important as compensation.

Tax Advantages. In addition to the fact

that contributions to a self-employed retire-

ment plan will be fully tax deductible be-

ginning January 1, 1968, these funds will

themselves accumulate tax free income

until their final distribution. Let us assume
that a professional person is paying Federal

income tax at the rate of 50 percent. If he

chose to set aside $2,500 a year for his re-

tirement, the income from that $2,500 would
also be taxed at 50 percent. Therefore, a

4% investment return would only be an ef-

fective return of 2 percent. After the es-

tablishment of a retirement fund to which
he contributed $2,500 a year, the income tax

on that $2,500 would be eliminated (because

he is entitled to a $2,500 income tax deduc-

tion)
,
plus the fact that the full rate of re-

turn is realized on the investment of these

funds since the income is tax exempt until

final distribution. The essence of the tax

advantage is not tax avoidance, but tax de-

ferment. Income tax on the income earned

by these funds will be deferred until the

post-retirement years, which are ordinarily

the lean years insofar as taxpayers are

concerned. Also, there is a tax break al-

lowed at the final distribution of retirement

funds. At such time the self-employed per-

son may employ a tax averaging device that

will allow him to spread the tax on this dis-

tribution over a five-year period. It is to be

noted that there is no tax on the distribu-

tion of funds attributed to voluntary contri-

butions.

Funding Media. There are four means

for funding a retirement plan for self-em-

ployed persons. They are: (1) through a

trust (2) direct purchase of annuity or

other insurance contracts from an insurance

company, (3) through a special custodian

account (4) through the purchase of special

U. S. Government Retirement Bonds. The
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establishment and funding of such a plan

has been facilitated by certain financial in-

stitutions, particularly banks, setting up a

“master plan.” Under such an arrangement

the self-employed person merely has to join

a master plan, for which the bank has al-

ready secured IRS approval, by executing a

simple Joinder Agreement. Thus, the em-

ployer does not have to go to the trouble

and expense of having his individual plan

designed and approved by IRS.

There are a wide variety of investment

possibilities under such a bank sponsored

plan. For instance, the entire amount may
be trusteed with the bank, invested in life

insurance, or mutual funds. Many plans

are established under the “split funding”

principal, which allows for part of the con-

tribution to be invested in life insurance

and the remainder to be trusteed with the

bank for investment purposes. These trus-

teed funds may be further split in the pro-

portion designated by the employer be-

tween its equity and its fixed income fund.

Under such an arrangement maximum flex-

ibility is allowed each individual in accord-

ance with his age, his long range financial

needs, and his investment objectives. Also,

banks are pooling the contributed funds in

these plans and investing them in a single

fund, which allows for more diversification

and economy of mangement than could be

achieved in an individual plan.

Restrictions. There are various restric-

tions placed on self-employed persons’ re-

tirement plans. In addition to the re-

quirement that the employer contribute a

proportionate amount of the compensation

of each of his employees, such amounts are

fully vested in those employees and must be

distributed to them upon their termination

of employment, death, disability or retire-

ment. Funds invested for his own account

by an employer may not be withdrawn

prior to his reaching age 59V2 . He does not,

however, have to begin receiving benefits at

that age, but he must begin receiving bene-

fits from the plan at the time he reaches age

70V2. Also the employer may not establish

a plan for a business if he owns a control-

ling interest in another business for which
he has not established such a plan.

Distribution of Benefits. Upon retire-

ment a participant in a retirement fund for

self-employed persons may receive his ben-

efits in several different ways. He may, of

course, take a lump sum distribution. He
may also receive periodic payments extend-

ing over a period of time coinciding with his

life expectancy or the combined life ex-

pectancies of him and his wife. Further, he
has the election of receiving a nontransfer-

rable annuity or special U. S. Government
retirement bonds. Upon the death of any
plan participant, his interest will pass to his

designated beneficiary.

IN MEMORIAM

Anderson, William Eugene, Dyersburg. Died
November 26, 1967, Age 63. Graduate of Univer-
sity of Illinois College of Medicine, Chicago.

Member of Northwest Tennessee Academy of

Medicine.

Moulder, Max Knowles, Nashville. Died De-
cember 13, 1967, Age 63. Graduate of Vanderbilt
University School of Medicine, 1929. Member of

Nashville Academy of Medicine.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Knoxville Academy of Medicine
Dr. Joseph Platt and Dr. Ralph Monger,

who represent 71 years of service to the

community, were awarded plaques at the

meeting of the Knoxville Academy of Medi-

cine on November 14th. The presentation

was made by Dr. George Zirkle, president

of the Academy. Dr. Robert Wood received

Dr. Monger’s plaque as Dr. Monger is a pa-

tient in a Memphis Hospital.

The program for the November meeting

was sponsored by the Knoxville Society of

Internal Medicine and the guest speaker.

Dr. Benjamin Gendel, Professor of Medi-

cine, Emory University School of Medicine,

spoke on Hodgkin’s Disease and Its Clinical

Aspects.

On December 14th Academy members,

their wives and guests, attended the Annual
Presidential Ball and installation of officers

held at the Senators Club. New officers of

the Academy for 1968 are Dr. Jacob P.
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Bradsher, President, succeeding Dr, George

Zirkle; Dr. Walter H. Benedict, President-

Elect; Dr. Travis E. Morgan, Vice-Presi-

dent; and Dr. John H, Burkhart, Secretary-

Treasurer.

Nashville Academy of Medicine

Davidson County Medical Society

The Society’s Annual Banquet and instal-

lation of officers was held on January 9th at

the Hermitage Hotel. Remarks by outgoing

and incoming presidents were highlights of

the program. Dr. Luthur Beazley assumed

the presidency succeeding Dr. Greer Ricket-

son. Dr. Louis Rosenfeld was named presi-

dent-elect to take office in 1968 and Dr.

Russell Birmingham will serve as Secretary-

Treasurer.

Pins in recognition of fifty years in the

practice of medicine were presented to Drs.

Will T. Camp, Thomas Dailey and Beverly

Douglas.

Roane-Anderson County Medical

Society

The Society’s annual dinner meeting and

election of officers was held November 28th

in the Cafeteria of the Oak Ridge Hospital.

Dr. Daniel M. Thomas of Oak Ridge was
named president of the Society for 1968; Dr.

John R. Sisk, Harriman, was named Vice-

President; and Dr. Charles Gurney, Oak
Ridge, will again serve as Secretary-Treas-

urer. Drs. Raymond Johnson and Joe Tittle,

Oak Ridge, were selected to represent the

Society in the House of Delegates of the

Tennessee Medical Association.

Chattanooga-Hamilton County
Medical Society

The Annual Business Meeting and elec-

tion of officers of the Chattanooga-Hamilton

County Medical Society was held December
5th in the auditorium of the Interstate

Building. Dr. Harry A. Stone assumed his

post as incoming president, succeeding Dr.

Frank B. Graham. Dr, David P. McCallie

was chosen president-elect, to begin his

term in January, 1969. Dr. Durwood Kirk

was reelected Secretary-treasurer.

Consolidated Medical Assembly
of West Tennessee

November 7th was “Movie Night” for

members of the Consolidated Medical As-

sembly of West Tennessee. The movies

shown were Maganga (Jungle Doctors)

color and sound of African Witch Doctors

practicing, including trephing skulls—for

the scientists; and Steady Now, a film

from the library of Field and Stream on the

training of bird dogs.

Prior to the movies. Dr. Tom E. Nesbitt,

Nashville, Chairman of the TMA Commit-
tee on Governmental Medical Services,

gave a report on the discussions taking

place concerning physicians’ fees under

state funded health care programs. Mr.

Jack Ballentine, Executive Director of

TMA, gave a status report of the Social Se-

curity Amendments before Congress.

NATIONAL NEWS

The Month in Washington
(From Washington Office, AMA)

The National Advisory Commission on

Health Manpower reported that the nation’s

health care system must be improved to as-

sure that quality health care is available to

all Americans at a reasonable cost. The
15-member Commission, in its report to

President Johnson, urged a substantial ex-

pansion in the capacity of existing medical

schools and continued development of new
schools. At the same time, the advisory

group said that “although the need for more
physicians is urgent, the costs and dangers

of a crash effort to increase production ap-

pear to outweight the benefits.”

The Commission, headed by J. Irwin

Miller, chairman of the Cummins Engine

Co., Columbus, Ind., was set up in May,

1966, by President Johnson to recommend
bold, imaginative ways to meet health man-
power needs. Five physicians signed the

report, including Dwight Wilbur, M.D.,

President-Elect of the American Medical

Association.

The Commission members agreed that

tackling the problem of manpower, alone.
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Spring Vacation
at the

Holiday Inn—Rivermont

Memphis, Tennessee

Feb. H 15, 16, 1968

SEVENTY-NINTH ANNUAL MEETING

Mid-South Postgraduate

Medical Assembly

THE LATEST ADVANCES IN MEDICINE
BY DISTINGUISHED GUEST SPEAKERS:

G. E. Burch, M.D., Internal Medicine; Walter T. Hughes, M.D., Pediatrics; Edward Stain-

brook, M.D., Psychiatry; Edward Aclelson, M.D., Internal Aledicine; Eugene Klatte, M.D.,

Radiology; Malcom E. Phelps, M.D., General Practice; W. King Engel, M.D., Neurology;
Felix Rutledge, M.D., Obstetrics and Gynecology; Paul C. MacDonald, M.D., Obstetrics

and Gynecology; Edward S. Judd, M.D., General Surgery; Jack C. Hughston, M.D., Or-

thopedic Surgery; Arthur S. Keats, AI.D., Anesthesiology; Curtis P. Artz, M.D., General
Surgery; Donald B. Elller, M.D., Thoracic Surgery; Victor A. Politano, M.D., Urology.

CLASS REUNIONS: Class of 1958—March, June, September, December; Class of 1953-
March, June, September, December; Class of 1948—March, June, September, December;
Class of 1943—March, June, September, December; Class of 1938—March, June, Septem-
ber, December; Class of 1933—March, June September, December; Class of 1928; Class of

1923; Class of 1921.

FOR "FHE LADIES: Style Show, Cosmetics, Hospitality Room, Shopping.

A TONIC FOR THE TIRED PHYSICIAN
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would not cure present ills. The Commis-
sion said “if additional personnel are em-

ployed in the present manner and within

the present patterns and systems of care,

they will not avert, or even perhaps allevi-

ate, the crisis . . . unless we improve the

system through which health care is pro-

vided, care will continue to become less sat-

isfactory, even though there are massive

increases in costs and in numbers of health

personnel.”

The Commission recommendations were
accompanied by an assertion that govern-

ment alone is not big enough to solve the

problems of health care for the American
people. The American Medical Associa-

tion’s House of Delegates at its recent meet-

ing in Houston, approved a report of the

Board of Trustees on the Commission’s re-

port.

The Board stated: “The ‘Report of the

National Advisory Commission on Health

Manpower’ reflects much of the serious at-

tention given to the evolving needs of

health care long recognized, studied and im-

plemented by the American Medical Asso-

cation and other professional groups in the

health fields. The House of Delegates and

the Board of Trustees of the AMA have not

had time to study the Report carefully. . . .

However, it appears to recognize the needs

arising from the rapid growth of the pub-

lic’s desire for health care. This attitude is

the result of increasing awareness of the

great advances in medical science and tech-

niques, and of the prolongation of life for

millions into middle and advanced

ages. . . .

“The Report will receive the intensive

study of the various expert groups within

AMA and reports on their recommendations

will be issued as soon as they can be devel-

oped properly. There appear to be some
areas in which modifications will be neces-

sary to assure attaining the objectives

sought for advancement of health care for

all citizens.”

The Commission’s proposals included:

—Federal funds in support of capital or

operating costs of education should be pro-

vided to a medical school in such a way that

they create economic incentives for the

school to expand enrollment while improv-

ing its quality.

—The federal government should make
available to any medical student loans to

cover the full costs of tuition and living ex-

penses during formal professional educa-

tion. The student should be able to choose

between repaying the loan from earnings

over a period of years or giving two years

of his time to approved national service

apart from Selective Service obligations.

(Dr. Wilbur discussed from these two re-

commendations: “I believe the principle is

not sound and that the recommendations

are impractical, unnecessary, will not serve

the purposes intended, and will be largely

unacceptable to most students.”)

—The federal government should give

high priority to the support under univer-

sity direction of experimental programs

which train and utilize new categories of

health professionals.

—At a minimum, foreign-trained physi-

cians who will have responsibility for pa-

tient care should pass tests equivalent to

those for graduates of U.S. medical schools.

—The Selective Service Act should be

amended to provide for the automatic trans-

fer of the records of every draft-eligible

health professional, upon his graduation

from professional school, from the local

board of his original registration to the local

board in whose jurisdiction he works and

for subsequent transfer with each change in

the location of his work.

—The Selective Service Act should be

amended to provide equal draft-liability for

U.S. and foreign medical graduates.

—Service with the U.S. Public Health

Service should be phased out as a substitute

for the military obligation of health profes-

sionals.

—The Department of Defense should be

instructed to encourage the greater use of

the Military Medicare Amendments of 1965

and should study the feasibility of utilizing

voluntarily obtained health professionals in

military facilities located in the United

States.

—Nursing should be made a more attrac-

tive profession by such measures as appro-

priate utilization of nursing skills, increased

levels of professional responsibilities, im-
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proved salaries, more flexible hours for

married women, and better retirement pro-

visions.

—Programs for health care of the disad-

vantaged should be given highest priority

and made available wherever needed.

—Professional societies, universities, and

state governments should undertake with

federal support, studies on the development

of guidelines for state licensure codes for

health personnel.

—Professional societies and state govern-

ments should explore the possibility of per-

iodic relicensing of physicians and other

health professionals.

—Professional societies, health insurance

organizations, and government should ex-

tend the development and effective use of a

variety of peer review procedures in main-

taining high quality health and medical

care.

President Johnson signed a $281 million

mental retardation bill with a statement

that the nation still is not doing enough to

solve the problem. He said that in dealing

with the problem of mental retardation it

was clearly the obligation of the nation to

act. “We are not doing enough, we must do

more, we are going to do more,” Johnson

said. The bill strengthens federal aid for

the construction of new facilities for the

mentally retarded. He also signed a three-

year, $589 million extension of federal aid

for state public health programs.

It provides for federal licensing of clinical

laboratories operating in interstate com-

merce unless they are run by pathologists,

in which case the facilities would have to

meet standards set by the American College

of Pathologists or the American Hospital

Association. Individual physicians operat-

ing laboratories for their own patients

would not be affected by the new law.

MEDICAL NEWS
IN TENNESSEE

Middle Tennessee Medical Association

Approximately 70 physicians attended the

146th semiannual meeting of the Middle

Tennessee Medical Association in Fayette-

ville, November 16th. The program, which
began at 9:00 A.M. and concluded with a

banquet in the evening, featured speeches

by eleven doctors in the Association and a

symposium on medical and surgical treat-

ment of duodenal ulcer. Speakers were Dr.

Harrison H, Shoulders, Jr., Lewisburg; Dr.

Robert C. Owen, Nashville; Dr. Sam U.

Crawford, Cookeville; Dr. James E. Ander-

son, Nashville; Dr. T. Guv Pennington,

Nashville; Dr. Wm. H. Edwards, Nashville;

Dr. Edward Fann, Nashville; Dr. John L.

Farringer, Nashville, and Dr. John H, Gris-

com, Nashville.

Dr, Robert Norwood, Fayetteville, related

his experiences in Vietnam, and Dr, Eldon

S. Dummit, Jr. of Fort Rucker, Alabama,
gave an address on “Pathology of Helicop-

ter Accidents.” Participating in the sympo-
sium were Dr. Jack Batson, Nashville, mod-
erator; Dr. Lynwood Herrington, Nashville;

Dr. T. A. Patrick, Fayetteville, and Dr.

David Law, Nashville.

Officers of the Association are Dr. Wil-

liam D. Jones, Fayetteville, President; Dr.

John O. Williams, Jr., Mt. Pleasant, Presi-

dent-Elect; and Dr. George W. Holcomb,
Jr., Nashville, Secretary-Treasurer.

Annual Symposium in Oak Ridge

More than 250 physicians and paramedi-

cal personnel from over the nation and sev-

eral foreign countries attended a sympo-

sium presented by the Medical and Special

Training Divisions of Oak Ridge Associated

Universities in November. Thirty-nine

speakers from the U.S., Canada and Europe,

discussed radioisotopes in medicine and in

vitro studies. The annual symposium was

the eleventh in a series supported by the

AEC. Co-chairmen were Raymond Hayes

and Francis Goswitz of ORAU and Beverley

Murphy of Queen Mary Veterans Hospital,

Montreal.

University of Tennessee

College of Medicine

Dr. Charles E. Kossmann of New York, a

physician who has gained national emi-

nence in the study and treatment of heart

disease, joined the faculty of the U.T. Medi-
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cal Units on January 1, as chief of the divi-

sion of cardiovascular diseases. The divi-

sion is a part of the College’s department of

medicine headed by Dr. Gene H. Stoller-

man.
Dr. Kossmann, formerly professor of

medicine at New York University School of

Medicine, consulting cardiologist to Lenox
Hill Hospital, New York, attending physi-

cian at New York University Hospital, and

consultant to George Washington Univer-

sity, is internationally known for his work
in circulation, electrophysiology and avia-

tion medicine. He is a member of the

American College of Physicians, a Fellow of

the American Association for the Advance-

ment of Science, member of the Association

of American Physicians, and Emeritus

member of the American Society for Clini-

cal Investigation.

Grants—Dr. Bryant Benson, assistant

professor of anatomy, is recipient of a

$70,000 NIH grant to conduct research on

contralin. Dr. Benson will study the ner-

vous and hormonal control of contralin dur-

ing the three-year project. . . . Dr. Rich-

ard T. Kelly, assistant professor, pathology,

has received a $12,095 USPHS grant to

study the biochemical studies of the brain

meningitis. . . . Dr. Audrey N. Roberts, as-

sociate professor, microbiology, has been

awarded a grant from the USPHS, Allergy

and Immunology Branch, for $85,389 to sup-

port three years of continued investigation

on antigen-antibody relationships in vivo

and in vitro. . . . Drs. William B. Winborn

and Dale E. Bockman, assistant professors

of anatomy, have been awarded a National

Science Foundation grant of $19,200 to con-

tinue their investigation of electron micro-

scope studies of epithelial and lymphoid tis-

sues of the gastro-intestinal tract.

Participating Faculty—Dr. Robert M.

Miles, professor of surgery and chief of the

Baptist Hospital surgical service, along with

Dr. John P. Nash, clinical assistant in sur-

gery and also of Baptist Hospital, and two

residents, presented an exhibit entitled.

“Value of Retention Sutures in the Preven-

tion of Experimental Abdominal Wound
Disruption,” at the meeting of the American
College of Surgeons held recently in Chi-

cago.

Dr. Robert C. Rendtorff, professor of pre-

ventive medicine, presented a scientific

paper at a recent meeting of the Tennessee

Public Health Association in Nashville.

The paper, “A Food-Borne Outbreak of In-

fectious Hepatitis with a High Attack

Rate,” was authored by Drs. Rendtorff and
Mark Kashgarian, associate professor of

pathology, and Mr. Malcolm Horne, a medi-

cal student.

Dr. Robert P. Christopher, associate pro-

fessor and chief of physical medicine and

rehabilitation, presented an exhibit entitled,

“Electromyography in Collagen Disease” at

the AMA Clinical meeting in Houston.

Dr. Phineas J. Sparer, professor of psy-

chiatry, presented a paper on “Psychologic

Factors in Maintaining Weight Reduction”

at the International Meeting of the Pan
American Medical Association in Buenos
Aires, November 24-Dec. 2.

Vanderbilt University

School of Medicine

Dr. Grant W. Liddle, professor of medi-

cine at Vanderbilt University School of

Medicine, has been appointed chairman of

the Department of Medicine at Vanderbilt

succeeding Dr. David E. Rogers, who has ac-

cepted a three-fold appointment at Johns

Hopkins University and Hospital in Balti-

more. The appointments are effective July

1. Dr. Rogers’ new posts include vice presi-

dent (medicine)
,
dean of the medical fac-

ulty at Johns Hopkins University and direc-

tor of the Johns Hopkins Hospital. He will

also hold the faculty position of professor of

medicine.

Dr. Liddle, one of the best-known endo-

crinologists in the world, came to Vander-

bilt in 1956 as associate professor of medi-

cine and chief of endocrine service. In

1961, he was promoted to professor of medi-

cine. His B.S. degree was received from

the University of Utah and his M.D. from

the University of California.
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treat one . . . six people benefit

The brunt of senility falls on the family as much
as the patient. But usually within one or two days,

‘Thorazine’ can control senile anxiety and fear . . .

dispel the confusion shown by nighttime wandering

and chattering . . . restore appetite and interest in

personal grooming. Treat the senile patient with

‘Thorazine’—the whole family can benefit.

Before prescribing, see complete information, including

adverse effects reported with phenothiazines and symp-

toms and treatment of overdosage, in SK&F literature or

PDR. The following is a brief precautionary statement.

Contraindications: Comatose states or the presence

of large amounts of C.N.S. depressants.

Precautions: Potentiation of C.N.S. depressants may
occur (reduce dosage of such agents when used con-

comitantly). Use with caution in patients with chronic

respiratory disorders. Antiemetic effect may mask over-

dosage of toxic drugs or obscure other conditions. Ad-

minister in pregnancy only when necessary. Because of

© 1967 Smith Kline & French Laboratories

possible drowsiness use cautiously and warn patients

who operate vehicles or machinery.

Adverse Reactions: Drowsiness; dry mouth; nasal

congestion; constipation; amenorrhea; miosis; mild

fever; weight gain; hypotensive effects, sometimes se-

vere with I.M. administration; epinephrine effects may
be reversed; dermatological reactions; parkinsonism-

like symptoms on high dosages (in rare instances, may
persist); lactation and moderate breast engorgement (in

females on high dosages); and less frequently, chole-

static jaundice (use cautiously in patients with liver

disease). Adverse reactions occurring rarely, include:

mydriasis; agranulocytosis; skin pigmentation; epithe-

lial keratopathy; lenticular and corneal deposits (after

prolonged substantial doses).

Available : Tablets, 10 mg., 25 mg., 50 mg., 100 mg. and
200 mg.; Spansule® capsules, 30 mg., 75 mg,, 150 mg,,

200 mg. and 300 mg.; Injection, 25 mg./cc.; Syrup, 10

mg./5 cc.; Suppositories, 25 mg. and 100 mg.

Snnith Kline & French Laboratories

in senile agitation . .

.

Thorazine' chlorpromazine
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Dr. Paul H. Ward, Division of Otolaryn-

gology, has received a $57,900.00 grant to

further progress in a new technic developed

for correction of hyper-nasal speech (Velo-

pharyngeal insufficiency) . The 3-year

grant was awarded by the NIH.

The Medical School recently received a

$100,000 Scholarship grant from the Avalon

Foundation of New York City. In awarding

the grant, Charles S. Hamilton Jr., Presi-

dent of the Avalon Foundation, stipulated

that the money could not be used for en-

dowment purposes or administrative costs.

The scholarships, to be designated “Avalon

Foundation Scholarships,” are to be

awarded on the combined basis of the stu-

dents’ financial needs and scholastic

achievement. Because they are nonrefund-

able scholarships, the money does not have

to be repaid as a student loan would be.

St. Jude's Children Research Hospital

Dr. Donald P. Pinkel, medical director of

St. Jude and professor of pediatrics at U.T.

Medical Units, has been appointed to the

Committee on Neoplastic Diseases of the

American Academy of Pediatrics. As a

committee member. Dr. Pinkel will review

the entire area of malignant diseases occur-

ring in childhood.

Vanderbilt is one of the 11 private medi-

cal schools in the United States to share in

the foundation’s overall scholarship appro-

priation of $1 million. A broad-based chari-

table trust, the Avalon Foundation was

founded in 1940 by Mrs. Ailsa Mellon Bruce,

daughter of the financier Andrew Mellon.

PERSONAL NEWS

Dr. Julian M. Yood, Chattanooga, specialist in

diseases of the eyes has been certified as a diplo-

mate of the American Board of Ophthalmology.

Dr. James L. Craig, Chattanooga, chief health

officer for TVA, spoke on “Alcoholism in Indus-

try” at a recent meeting of the Knoxville Kiwanis

Club.

Dr. Lester R. Dudney, Gainesboro, was selected

as “General Practitioner of the Year” by the

Tennessee Academy of General Practice at the

TAGP annual meeting in November.
Dr. David H. Waterman, Knoxville, showed a

film and related his experiences aboard the S.S.

HOPE on its visit to Nicaragua in 1966, at a recent

meeting of the Pilot Club of Morristown.

Dr. Walter Hankins, Johnson City, was honored

at a dinner on November 14th and presented a

plaque in appreciation for his many years of serv-

ice in the field of cancer and his election as presi-

dent of the Tennessee Division of the American
Cancer Society. Among those attending were the

directors of the Washington County Unit of the

Tennessee Division, ACS, physicians from Wash-
ington and surrounding counties, and representa-

tives of the Nashville office of the American Can-
cer Society.

Dr. James Roy Smith has opened his office for

the practice of internal medicine at 1730 Memorial
Drive, Clarksville. Dr. Smith received his medi-
cal degi’ee from the University of Tennessee Col-

lege of Medicine; interned at Nashville General
Hospital and served his residency at St. Thomas,
Nashville.

Dr. William J. Darby, chaii'man of the biochem-
istry department at Vanderbilt University School

of Medicine, is a visiting professor at the Univer-
sity of California at Davis this fall. Dr. Darby
will present four lectures on world-wide nutri-

tional problems.

Dr. Harlis O. Bolling, formerly of Kingsport,

has been appointed to the staff of the Veterans

Administration Center in Mountain Home.
The men’s dormitory at Bryan College has been

named the H. D. Long Dormitory in honor of Dr.

H. D. Long, retired pediatrician of Chattanooga.

Dr. Long has been active in the affairs of Bryan
College for more than twenty yeai'S, having be-

come chairman of the Board in 1964.

Dr. Walter Boehm, neurosurgeon of Chatta-

nooga and education director of the Hamilton

County Birth Defects Center at Erlanger Hospital,

was guest speaker at a meeting of the Cleveland

Women’s Club on November 20th.

Dr. Gene H. Stollerman, chairman of UT Col-

lege of Medicine’s department of medicine is the

recipient of the Bicentennial Medal of the College

of Physicians and Surgeons of Columbia Univer-

sity. Chosen by the Columbia college faculty. Dr.

Stollerman was singled out from among his fellow

alumni to receive the medal because of “out-

standing achievements in the field of internal

medicine.”

Memphis Husband-Wife medical team, Drs. C.

D. and Jean M. Hawkes, joined Project HOPE’S
medical teaching-treatment mission to Cartagena,

Colombia in mid-October. They will work aboard

the S.S. Hope for two months as volunteers. Dr.

C. D. Hawkes previously served with HOPE in

Ecuador.
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BOOK REVIEW

OPHTHALMIC EPONYMS. By Spencer P.

Thornton, M. D„ Clinical Instructor of Ophthal-

mology, Vanderbilt University School of Medi-
cine, Nashville, Tenn. 324 pages. Birmingham,
Ala.: Aesculapius Publishing Co., 1967. Price

$12 .00 .

Although many of us engaged in the teaching of

ophthalmology are neither proponents nor con-

verts to eponymic titles, time and experience have
demonstrated that their use is firmly entrenched
in ophthalmology as well as other medical disci-

plines.

The author has compiled more than 600 epo-

nyms relating to ophthalmology, neuro-ophthal-
mology and pediatric ophthalmology. Pertinent

manifestations of the entities are also given in

outline form.

The book has decided advantages and certain

desirable features over previous books on

ophthalmic eponyms. The cross reference system

based on the anatomic portion of the eye or orbit

affected facilitates rapid discovery of the elusive

eponymic title for which one may be searching.

Also the text lists other common synonyms for the

designated syndromes and diseases. Selected lit-

erature references are provided with each entity,

for those desiring to explore various aspects in

depth. In addition, the book contains a small sec-

tion on eponymic ophthalmic operations in which
the essentials of the operative procedures are

described.

Medical students, residents, ophthalmologists

and candidates preparing for the foreboding Oph-
thalmology Board Examinations will find this an

extremely useful manual.

ANNOUNCEMENTS

New Members

The Journal takes the opportunity to welcome
these new members into the Tennessee Medical

Association.

NASHVILLE ACADEMY OF MEDICINE
Robert E. Edwards
Perry F. Harris

George V. Mann
David B. P’Pool, Jr.

MEMPHIS-SHELBY COUNTY MEDICAL
SOCIETY

Colin C. D. Clarendon
Morris D. Cohen
Dean F. Davies

Dan A. Dunaway
Richardo R. Fuste

H. Edward Garrett

Turgut K. Gokturk
Brett B. Gutsche
Willard J. Howland
Alfonse T. Masi
F. C. Petty

Herbert A. Taylor

Calendar of Meetings, 1968

Feb. 14-16

April 18-20

Feb. 3-7

Feb. 6-10

Feb. 8-10

Feb. 8-10

Feb. 19-21

Feb. 22-24

Feb. 28-Mar. 3

March 1-3

March 11-13

March 18-20

March 24-30

March 25-28

March 25-29

March 29-31

Mar. 31-April 7

April 1-5

April 4-9

April 7-11

State

Mid-South Postgraduate Medical
Assembly, Memphis
Tennessee Medical Association,

Read House, Chattanooga

National

American Academy of Allergy,

Statler-Hilton, Boston

American College of Radiology,
Drake, Chicago

Society of University Surgeons,
Americana, New York
Southwestern Medical Associa-
tion, Sheraton-El Paso Motor
Inn, El Paso, Texas
American College of Surgeons
Sectional Meeting, Statler Hilton
Hotel, Dallas

Central Surgical Association,
Sheraton-Cleveland, Cleveland

American College of Cardiology,

San Francisco Hilton Hotel, San
Francisco

American Association of Pathol-
ogists and Bacteriologists, Drake
Hotel, Chicago

American College of Surgeons
(Sectional Meeting for Doctors
and Nurses), Williamsburg Inn,

Williamsburg, Va.

American Academy of Pediatrics,

Regency Hyatt, Atlanta

American Society of Clinical
Pathologists (Interim), Roosevelt
Hotel, New Orleans

Southeastern Surgical Congress,

Sheraton-Park Hotel, Washing-
ton, D. C.

American College of Allergists,

Denver Hilton, Denver
American Society of Internal
Medicine, Hotel Statler, Boston

North American Clinical Derma-
tologic Society, Royal Orleans,

New Orleans

American College of Physicians,

Sheraton-Boston Hotel, Boston
American Dermatological Asso-
ciation, Dorado Beach Hotel, San
Juan, P.R.

American Association of Neuro-
logical Surgeons (founded as

Harvey Cushing Society), Con-
rad Hilton, Chicago
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April 10

April 11-13

April 14-17

April 17-19

April 18-20

April 21-22

April 21-26

April 22-24

April 22-25

April 22-25

April 22-25

April 22-27

April 25-26

April 25-28

April 27-May 1

April 28-May 1

American Society of Clinical On-
cology, Inc., Haddon Hall, At-

lantic City, N. J.

American Association for Cancer

Research, Haddon Hall, Atlantic

City, N. J.

Atlanta Graduate Medical As-

sembly, Marriott Motor Hotel,

Atlanta

American Surgical Association,

Sheraton-Boston Hotel, Boston

American Otological Society,

Hollywood Beach Hotel, Holly-

wood, Florida

American Broncho-Esophagolog-

ical Association, Hollywood Beach
Hotel, Hollywood, Florida

American Laryngological, Rhino-

logical and Otological Society,

Hollywood Beach Hotel, Holly-

wood, Fla.

American Association for Tho-
racic Surgery, Pittsburgh-Hilton

Hotel, Pittsburgh

American Orthopaedic Associa-

tion, Boca Raton Club, Boca Rat-

on, Fla.

Industrial Medical Association,

Hilton Hotel, San Francisco

Southwestern Surgical Congress,

Brown Palace, Denver
American Academy of Neurol-

ogy, Pick-Congress Hotel, Chi-

cago

American Laryngological Asso-

ciation, Hollywood Beach Hotel,

Hollywood, Fla.

American Academy of Physical

Medicine and Rehabilitation,
Sheraton-Chicago, Chicago

American Academy of Facial

Plastic and Reconstructive Sur-

gery, Diplomat Hotel, Holly-

wood Beach, Fla.

American Association of Plastic

Surgeons, Shamrock-Hilton Ho-
tel, Houston

Symposium on Advances in

Gynecological Endocrinology

The Department of Obstetrics and Gynecology
at Vanderbilt University and the Nashville Ob-
stetrical and Gynecological Society will sponsor

a Symposium on Saturday, March 16, 1968, en-

titled “Advances in Gynecological Endocrinology.”

The program is aided by a grant-in-aid from the

G. D. Searle Company and the registration fee of

$10.00 includes a luncheon. It will be held in Un-
derwood Auditorium on the main Vanderbilt Uni-

versity campus. A schedule of topics and speakers

and any additional information may be obtained

by writing to: Symposium on Gynecological En-

docrinology, Department of Obstetrics and Gyne-

cology, Vanderbilt University School of Medicine,

Nashville, 37203.

Speakers: Stewart A. Fish, M.D., University of

Tennessee Medical School, Memphis; Alvin F.

Goldfarb, M.D., Jefferson Medical College, Phila-

delphia; Robert W. Kistner, M.D., Harvard Medi-

cal School, and Boston Lying-In Hospital, Boston;

Herbert S. Kupperman, M.D., New York Univer-

sity Medical School, New York; Nichols Vorys,

M.D., Ohio State Medical College, Columbus, Ohio.

Continuing Medical Education Program
on Ulcerative Disease of the

Gastrointestinal Tract

A concentrated two-day course covering the

constructive knowledge of the diagnostic and
therapeutic aspects of ulcerative disease of the

Gastrointestinal tract will be conducted by the

Continuing Education Department of Louisiana

State University School of Medicine in New Or-

leans, Louisiana, Thursday, February 22, and Fri-

day, February 23, 1968.

An outstanding faculty will give purposeful in-

struction in the areas of esophagitis, “peptic” ul-

cer, regional enteritis and ulcerative colitis. Di-

agnostic specificity, therapeutic concepts medical

and surgical, will be elucidated by individuals rec-

ognized for their creditable contributions in these

areas.

Address inquiries to: Director, Continuing Med-
ical Education, Room 231, LSU School of Medi-
cine, 1542 Tulane Avenue, New Orleans, Louisi-

ana, 70112.

19th Annual Symposium on Cardiology

The scientific session of the East Tennessee

Heart Association will meet in Knoxville at the

University of Tennessee Student Center on March
28, 1968.

Our guest speakers will be Drs. J. Willis Hurst,

of Emory University School of Medicine at At-

lanta, Georgia, John W. Kirklin of the University

of Alabama at Birmingham, Alabama, Dr. Joseph

K. Perloff of Georgetown University at Washing-
ton, D. C. and Dr. Gene H. Stollerman of the

University of Tennessee at Memphis.



88 TENNESSEE MEDICAL JOURNAL January, 1968

—

DO]RSIEY "FLU-GRAM
4: xy"

A- ^ /

DON'T BE LULLED BY RELATIVE LACK OE FLU LAST WINTER. THIS

WINTER BE PREPARED: WHEN THE COMPLAINTS ARE COUGH AND

CONGESTION, YOU CAN RELIEVE THESE SYMPTOMS WITH TUSSAGESIC

TABLETS. ONE TIMED -RELEASE TABLET AT MORNING, MIDAFTERNOON

AND BEDTIME BRINGS UP TO 24 HOURS' RELIEF FROM TROUBLESOME
''

COUGH AND STUFFED A.ND RUNNY NOSE. TUSSAGESIC IS THE FAMOUS

TRIAMINIC FORMULA, PLUS THREE OTHER PROVED CONSTITUENTS.

MAKES PATIENTS MORE COMFORTABLE. FAST. ASK YOUR DORSEY

REPRESENTATIVE FOR SUPPLY OF STARTER SAMPLES, OR IF FLU IS

ALREADY EPIDEMIC, PHONE COLLECT. SEE BELOW.

884®

4 '

Wi

each

Tussagesic
timed-release tablet contains:

Triaminic® 50 mg.

(phenylpropanolamine hydrochloride 25 mg., pheniramine

maleate 12.5 mg., pyrilamine maleate 12.5 mg.)

Dextromethorphan hydrobromide 30 mg.

Terpin hydrate 180 mg.

Acetaminophen 325 mg.

Dosage : Adults— 1 tablet, swallowed whole to preserve timed-

release feature, in morning, midafternoon and at bedtime. Side

effects : Occasional drowsiness, blurred vision, cardiac palpita-

tions, flushing, dizziness, nervousness or gastrointestinal up-

sets. Precautions : The patient should be advised not to drive a

car or operate dangerous machinery if drowsiness occurs. Use

with caution in patients with hypertension, heart disease, dia-

betes or thyrotoxicosis.

DORSEY LABORATORIES

a division of The Wander Company

Lincoln, Nebraska 68501

clip and file under “flu”
{

For relief of "flu-like” symptoms
j

Tussagesic timed-release tablets
|

PHONE COLLECT
j

For emergency starter samples ]

to Keith Sehnert, M.D. j

Medical Director
|

(402)434-6311
j

Fast delivery by your Dorsey I

Representative

j

i

!



January, 1968 THE VIEWING BOX 89

T M A THE VIEWING BOX
The Big Lie

Guess what? Medicare ended up costing

more than “a few pennies a day.” Not just

a bit more, a whole lot more—and it will

cost more and more and more in the months

and years to come.

We are disturbed not only by skyrocket-

ing Medicare costs but by the obvious du-

plicity of Administration officials who only

a day” propaganda line. These people are

a year ago were mouthing the “few pennies

either liars or fools. No intelligent being

believed, a year ago, that the Medicare pro-

gram would cost only “a few pennies a

day.” If a man said this and believed it,

he’s a fool. If he said it and didn’t believe

it, he’s a liar.

But while we’re calling a spade a spade,

we must admonish the American people

—

who swallowed the Administration bait,

hook, line and sinker. This bothers us be-

cause while the nation’s level of intelligence

is supposedly on the rise, it’s gullibility quo-

tient is increasing at a much more rapid

rate. If someone in Washington says it’s

true, then it must always and forever be

true. We have seen in recent Great Society

years, incredibly effective use made of the

big lie, the little lie, the half-truth and the

twisted fact.

Did the American people really believe

that the Medicare program would cost only

“a few pennies a day?” Apparently they

did. This is sad. These are the same peo-

ple who believed, in 1935, that Franklin De-

lano Roosevelt’s Social Security scheme

would cost only “a few pennies a week.”

They are the same people who believed that

Vietnam would not become another Korea,

and who now believe (1) that an income

tax increase is “essential to the American

economy” and (2) that “a little inflation” is

good for everyone. They are the same peo-

ple who shrugged when they learned that

the dollar bill is no longer redeemable in

silver and shrugged again when the Treas-

Dr. Minno is president of the Pennsylvania

Society of Internal Medicine.

ury started turning out coins that would
disgrace any respectable counterfeiter.

We were recently told that Social Secur-

ity officials would like Americans to stop

viewing the Social Security tax as a tax.

This is pure pap. It’s a tax, it’s always been

a tax and it will always be a tax.

(Administration officials would like us to

view the tax as “a low-cost pension plan”

and we can only reply that we hope never

to be ensnared in another pension plan that

is (1) compulsory and (2) more and more
costly each year. This is the kind of plan

we can do without.)

So here we are—saying “we told you so”

and “we knew it all along.” Will this make
any difference? Probably not. Sad as it

may seem, there is every likelihood that the

American people will continue to be gulled

by social welfarites and the Social Security

tax will go up and up and up, (From GP,
November, 1967

)

Medicare—Medicaid and the Future

Alexander M. Minno, M.D., Pittsburgh, Pennsylvania

The impact of both medicare and medi-

caid on physicians, medical schools and hos-

pitals has prompted many a recent confer-

ence on the future role of all of us. These

legislative acts are now viewed with more
deliberation and less emotion. In short,

there appears to be a calm acceptance of the

existence of these laws, balanced with the

recognition of the need for more intimate

knowledge of the regulations, their effects,

the problems and alternative solutions. I

hope to discuss the internist, and medicare

along with medicaid in Pennsylvania as of

July 1, 1967.

Determination of usual and customary

fees has led to some confusion. By law, the

carrier is charged with the responsibility

for this determination. These are the crite-

ria used by the fiscal agencies:

1. Customary charges for similar services

generally made by the physician.

2. Prevailing charges in the locality for

similar services.
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The 133rd Annual Meeting

TENNESSEE MEDICAL
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April 18-20, 1968
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An outstanding program will provide you with current

and valuable information in the fields of . . .

• CLINICAL MEDICINE

• HEALTH LEGISLATION

• SOCIO-ECONOMIC AFFAIRS

tAark your calendar now-and plan on being in

Chattanooga

April 18-20 (Thursday-Saturday), 1968

p,s. Bring your wife along. She'll enjoy the

Woman's Auxiliary convention.
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These are essentially the same definitions

used in the Prevailing Fee Program in

which the term “prevailing fee” is defined

by the criteria of usual, customary, and rea-

sonable. Here the carriers are determining

the individual Physician Profile, so that

what we are doing today determines our

fate for the future. We urge all internists

to use the Procedural Terminology, 1967 in

completing any forms. To date, carriers

have processed without difficulty approxi-

mately 90 percent of processed claims with

10 percent of claims needing more details,

often settled by a phone call or letter. Two
to three percent are submitted to claim re-

view mechanisms.

Medicare has apparently made doctors

more fee-conscious. Before medicare, the

poor and aged were charged a low fee or

weren’t charged at all and thus the total

cost of physicians’ services has risen. The
carriers indicate no trend by physicians

toward raising fees as a result of medicare.

The Department of Health, Education and

Welfare reports to the President on medi-

care prices earlier this year, concluded that

“Medicare has not had a significant effect on

the recent acceleration of the rate of in-

crease in physician fees. There apparently

is no evidence of outright abuse.”

Billing and Reimbursement Problems

The two optional methods of billing have

led to confusion. The public often pre-

sumes that the reimbursement sent to phy-

sicians constitutes full payment instead of

the 80 percent of the fee.

The deductible feature of $50.00 was de-

signed to reduce premiums and eliminate

small claims. It is estimated that elimina-

tion of the Part B $50.00 deductible alone

would be $3.25 to $4.25 per beneficiary per

month or $39.00 to $51.00 per year. The
hospital based physician has problems in

the professional—technical cost fee split,

and it appears that legislative correction

will be the solution.

The internist’s office laboratory fees are

covered by Part B because there is a direct

professional patient relationship.

A few important features of Title XVIII

as related to the medical profession are;

1.

Free choice of physician and facility is

guaranteed for all who receive benefits.

2. Physicians receive their usual customary

and reasonable fees for the services ren-

dered or may use direct billing.

3. A fiscal intermediary is required. That

agent serves essentially as an adminis-

trator for a major-medical type insur-

ance program with deductibles, co-insur-

ance and exclusions.

None of these features are required by
the Title XIX Legislation, or medicaid. In

Pennsylvania for 1967-68, Governor Shafer

has recommended to the General Assembly
that $123.4 million ($66.6 million in state

funds) be appropriated for medical care

under Title XIX or medicaid. The eligibil-

ity for medical assistance is (1) medically

needy persons, that is, those with sufficient

income for basic needs but who cannot meet
medical costs; and (2) fully needy persons

—those with insufficient income for basic

needs, and who may or may not be receiv-

ing Public Assistance grants.

Here, to be eligible for medical assistance,

the gross income up to $2,000 for one per-

son, $2,500 for two persons in a family and

$750 for each additional dependent person

living with you, along with other property

up to $2,400 for one person and $3,840 for

two persons or a larger family, may not be

exceeded. Thus a family with five children

with an income of $125.00 a week would be

eligible for full medical assistance pay-

ments from the State. In Pennsylvania, it

is estimated that 583,000 to 1,250,000 or

about 6 to 12 percent of the population will

be eligible.

Payment for in-patient hospital care is on

the basis of reasonable costs. Physicians’

services are not covered as well, but are on

the basis of Blue Shield Plan A Fee Sched-

ule—a “Horse and Buggy Concept.” The
rate of payment is $4.00 per office visit; X-
ray and ECG in the office are covered but

no other office laboratory service is covered.

In-hospital service is $10.00 for the first day,

$5.00, second day and $3.00 for the other

days. We hope that a medical consultation

office fee will be soon authorized, as does

the Bureau of Rehabilitation. It is my un-

derstanding that the state should not have a

double fee schedule and should have an

identical fee for an identical service. PA
259—Standard Medical Invoice for all bill-
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ing can be obtained from the county board

of assistance and is the basis for payment.

Medical Assistance Programs (Title XIX
—medicaid) is moving forward to make
available the broadest range of medical care

and hopes to achieve within the foreseeable

future “complete physical, mental and so-

cial well being for everyone in the Com-
monwealth of Pennsylvania.”

To cope with problems of tomorrow, the

internist must be not only a wise, compe-

tent physician, but an office manager, ac-

countant, insurance agent, and politician.

Further and above all, he must be informed

—about medicine and about the external

forces which are shaping the future of

health care. Certain areas deserve special

emphasis:

1. Knowledge regarding legislation.

a. Keep informed

b. Let your opinions be known—to your

colleagues, your society, your legisla-

tors.

2. Information about changing patterns of

medicine.

a. Training and educational changes

—

Millis Report; “The Graduate Educa-

tions of Physicians,” et al.

b. Community health programs—Fol-

som Report: “Health Is a Community
Affair.”

3. Understanding words, concepts, cliches.

Currently such terms include:

a. Usual and customary charges.

b. Quality control.

c. Utilization.

d. Primary physician.

e. Comprehensive care.

f. Area-wide planning.

4. Knowledge about the predicted social

changes of the future. Study the blue

prints of programs being developed by

the social planners. Only then can a

glimpse of the direction of tomorrow’s

structure and ideas be obtained and

plans made to meet the challenge.

5. Individual participation by all physi-

cians is the key to the future of medi-

cine.

Remember Pennsylvania Blue Shield was

conceived during the depression era and

worked because the doctors subsidized it by

accepting very low fees. Never forget that

the “Good Old Days” are about over for the

Blue Plans. Inadequate fees and incom-

plete health insurance coverage were

doomed by the advent of the Medicare

Revolution—and many other laws not yet

passed may well speed up the elimination of

their still current discount payments to

physicians and hospitals for service ren-

dered. In my opinion such a change will

end a large part of their advantage over

commercial insurance companies. However,
if the fee proposals contemplated by Blue

Shield become effective, perhaps the com-
mercial insurance companies will have to

update their fee schedules.

To conclude, increased governmental in-

volvement in the funding of medical care is

to be expected. We can and have demon-
strated that government and medicine can

work together. This is an added burden to

busy doctors who want only to be let alone

so they can take care of patients, but the

penalty of apathy is to have things happen

to us which we do not like. (From Penn-

sylvania Medicine, November 1967)

Psychiatric Residencies
Are you getting your For G.P's.
Journal regularly?

If not . . .

NIMH residency training in approved
three year program. Stipend $1 1,500 to

$12,000. Applicants must have com-

Notify your County Society Secretary pleted four years or more of practice in

and send your change of address to: field of medicine other than psychiatry

after an approved internship. Applicants
Records Department should not be over 45. Address inquiries

Tennessee Medical Association to Chairman, Department of Psychiatry,

1 12 Louise Avenue Medical College of Virginia, Richmond,
Nashville, Tennessee 37203 Virginia 23219. Include curriculum vitae

and recent photograph.
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As adjunctive therapy the author has found this antibiotic to be of assistance in the management of

surgical infections.

An Evaluation of Methacycline in Surgical

Infections*
JAMES W. PATE, M.D., and JOSEPH L. WILHITE, M.D., Memphis, Tenn.

A newer antibiotic, methacycline, was
evaluated on a surgical service, patients

being selected solely on the basis of clinical

evidence of infection, before culture and
sensitivity reports were available. No pa-

tient received another antibiotic during the

study period.

Fifty-two patients received only methacy-
cline for at least 4 days (and up to 17 days)

and form the basis of this report. Ages
ranged from 2 years to 87 years. Adults re-

ceived 150 mg. by mouth every 6 hours and
children, a syrup, at a calculated dosage of

10 mg. per kg. All patients were observed

for:—clinical course; amount and character

of drainage or sputum; complete blood

counts, urinalysis; serum glucose transami-

nase; blood urea nitrogen, bacterial cultures

and susceptibility tests (disk), all before

and after methacycline therapy.

These patients had surgical infections,

characterized by foreign bodies, necrotic tis-

sue, gross mixed bacterial contamination

and traumatic tissue damage; therefore,

they are not comparable to simple bacterial

(or “medical” infections). Local wound
care, such as debridement, drainage, and re-

moval of foreign bodies and elimination of

sources of continued contamination (such

as fistulae) and necrotic tissue, remains the

prime method of treatment in surgical in-

fection. Patients of this type do benefit

from antibiotics, however, since they aid in

prevention of spread of infection, septi-

cemia, and other complications of infection.

Likewise, results of antibiotic therapy are

not as dramatic, rapid or definitive as in

*From the Thoracic Surgery Section, Univer-
sity of Tennessee, College of Medicine, Memphis,
Tenn.

“medical” infections such as pharyngitis or

bacterial pneumonias. In this study, “good”

results are defined as: (a) an objective sys-

temic response such as drop in temperature,

white blood count, pulse or respiratory rate;

subjective improvement in appetite, dysp-

nea, etc.; and (b) objective local improve-

ment such as disappearance of edema, er-

ythema, tenderness and local heat, healing

of the lesion or marked decrease in dis-

charge from the wound.

Clinical Material

There were 15 patients with wound infec-

tions; 16 with pneumonia; 4 who had cellu-

litis; 4, infected burns; 3, empyemas; and

the remainder had miscellaneous surgical

infections.

Wound Infection. Some of the data on

the wound infections are given in table 1.

It is seen that almost half of these patients

were infected with Staphlococcus aureus,

coagulase positive. Three of 7 patients had
received “prophylactic” antibiotics, 4 had
not. The 3 patients who received strepto-

mycin “prophylacticly” developed infec-

tions with an organism showing sensitivity

to streptomycin.

All patients survived and none were
given subsequent antibiotic therapy for

their wound infection. Clinical results

were satisfactory in all cases, as judged by a

decrease in local signs of edema, erythema,

tenderness, pain, suppuration and in gen-

eral signs of toxicity, fever, and tachycar-

dia. It is emphasized that antibiotic ther-

apy was used in conjunction with surgical

management. We were unable to demon-
strate any striking correlation between bac-

teriology and clinical course or response to

antibiotic therapy in wound infections.
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Table I

Organism

Bacteriologic Findings in Wound Infections Treated with Methacycline

Before Treatment After Treatment

No. of No. Sensitive to No. of
Cases Methacycline Organism Cases

Staphylococcus aureus, coag. positive 7

Hemolytic streptococcus 2

Aerohacter aerogenes 2

E. coli 1

Staphylococcus aureus, coag., neg. 1

Pseudomonas 1

Proteus 1

Klebsiella 1

S, aureus, coag. positive 1

6 Sterile 3

S. aureus, coag. neg. 2

E. coli and A. aerogenes 1

2 S. aureus, coag. neg. 2

2 Sterile 1

K. pneumoniae 1

A. aerogenes 1

0 S. aureus, coag. neg. 1

0 Sterile

0 Pseudomonas

1 Klebsiella

.1

Four patients were infected with organ-

isms resistant to methacycline (1, Staphly-

coccus aureus, coagulase positive; 1, S. au-

reus, coagulase negative; 1, Pseudomonas; 1,

Proteus) . Three of the 4 had received “pro-

phylactic” antibiotics; all 3 received penicil-

lin; 1, chloramphenicol; 1, tetracycline and

1, unipen and streptomycin. Results in the

antibiotic-resistant cases were indistin-

guishable from those in cases where the or-

ganism was sensitive to the antibiotic.

Again, there is no clear relationship be-

tween these results and clinical course.

(An open necrotic wound will support

bacterial growth.)

Wounds were still draining infected

material after antibiotic therapy was
stopped in 9 of the 15 cases. In only 3 was
the organism the same as that isolated be-

fore therapy. One of these was a methacy-

cline-resistant Staphylococcus aureus, co-

agulase positive; 1, a methacycline-resistant

S. aureus, coagulase negative and 1 a meth-

acycline-sensitive Klebsiella pneumoniae.

All patients, but 1, with wound infections

had penicillin-resistant organisms; only 5 of

the 14 had received penicillin. With gram-

positive cocci, the tetracycline drugs, chlor-

amphenicol, kanamycin, bactracin, and ni-

trofurantoin (Furadantin) were generally

effective; while erythromycin, streptomycin

and novobiocin were frequently unsatisfac-

tory.

In the infections with rods, chlorampheni-

col, polymixin B and Furadantin were effec-

tive in all, while the tetracyclines, erythro-

mycin, streptomycin, neomycin, and novo-

biocin were poor performers.

White blood cell counts varied from 4500

to 16,500 with a mean of 9,200 before metha-

cycline therapy, and from 4,500 to 16,500

with a mean of 9,600 after the drug. In

only one case was a significant drop in

white blood count associated with obvious

clinical improvement.

Serum glutamic oxaloacetic transaminase

determinations before drug therapy ranged

from 10 to 48 (mean 18) and after therapy

from 5 to 34 (mean 15) . Blood urea nitro-

gen levels ranged from 8 to 32 (mean 14)

before drug therapy and from 8 to 45 (mean

17) after.

Pulmonary Infections. Sixteen patients

were treated for pneumonia. (Table 2)

Two were suspected of having bronchogenic

carcinom.a because of radiographic evi-

dence. All others had complicating injuries

or diseases. Organisms isolated from sputa

or bronchial washings were: Staphylococ-

cus aureus, coagulase positive in 3 cases; S.

aureus, coagulase negative in 4; Streptococ-

cus in 4; Klebsiella pneumoniae in 2; Diplo-

coccus pneumoniae in 2; Herrellea in 1; Es-

cherichia coli in 2; Pseudomonas in 1; Aero-

bactor aerogenes in 1. Only 2 of these pa-

tients had organisms resistant to methacy-

cline, {E. coli. Pseudomonas and Staphylo-

coccus aureus, coagulase negative) . Ten of

the 16 patients obtained good results, while

5 had fair results. The poor result was
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Table 2

Sputum Cultures on Patients with “Surgical” Pneumonias (see text)

Before Treatment After Treatment

No. of No. Sensitive to No. of
Organism Cases Methacycline Organism Cases

Staphylococcus aureus, coag. neg. 4 3 S. aureus, coag. neg. 1

Staphylococcus aureus, coag. positive 3 3 S. aureus, positive 1

S. alhus 1

Hemolytic streptococcus 3 3 Diplococcus pneumoniae 1

S. hemolyticus 1

E. coli 3 2 E. coli 1

Klebsiella pneumoniae 2 2 K. pneumoniae 1

Diplococcus pneumoniae 2 2

Streptococcus jaecalis 1 1

Aerohacter aerogenes 1 1

Herello 1 1

*A11 cases without organism shown “ after therapy” revealed only “normal flora” from sputum culture.

later found to have chronic pulmonary tu-

berculosis. The white blood count ranged

from 6,500 to 19,200 (mean 13,150) before

drug therapy and from 6,200 to 17,700

(mean 7400) after treatment.

In general, methacycline was a satisfac-

tory antibiotic in these cases of pneumonia.

Miscellaneous. Cellulitis was treated in 4

cases; 3 had chronic “vascular” leg ulcers

with acute cellulitis, the other complicated

a chronic neglected decubitus ulcer in a

paraplegic man. In all cases there was a

good systemic response and a decrease in

symptoms of cellulitis, but little change in

the ulcer. All ulcers were still open and in-

fected after treatment; all still contained or-

ganisms sensitive to methacycline.

Four patients with infected burns were
treated. Results were fair in 3, poor in 1.

One patient had a Pseudomonas sensitive

only to methacycline but after therapy, a

Staphylococcus aureus, coagulase positive,

also sensitive to methacycline and oxytetra-

cycline. Another patient had a pseudom-

onas sensitive only to chloramphenicol and

polymixin B; however, her temperature

dropped from 102° F. to 98.6° F. in 72 hours

after starting methacycline. Another pa-

tient, a 7 year old girl, had pseudomonas

sensitive to methacycline, oxytetracycline,

chloroamphenicol and polymixin B, before

and after treatment.

The other miscellaneous patients included

lung abscesses, suppurative bronchitis (in

elderly diabetic patients)
,
felons, crushed

chests with atelectasis and three cases of

empyema.
Of the 3 cases of empyema, 2 were due to

pseudomonas sensitive only to polymixin B;

1 was due to a hemolytic streptococcus, sen-

sitive to methacycline, all other tetracy-

clines, penicillin, erythromycin and chlor-

amphenicol. The latter patient’s effusion

became sterile while under therapy with

methacycline.

Side Effects. No side effects or reactions

were clearly due to methacycline.

Eosinophilia occurred in 5 patients (from

3 to 16; from 1 to 9; from 1 to 7; from 5 to 7

and from 3 to 7%).
The BUN. rose in 4 patients; from 15 to 25,

23 to 40; 19 to 42 and 29 to 52 mg. per 100 ml.

However, all of these patients were ill with

other complications, so the significance of

this finding is unknown. The BUN. levels

ranged from 10 to 61 (mean 20) before

methacycline therapy and from 8 to 44

(mean 16) after treatment.

The SGOT. determinations varied from 6

to 35 (mean 21) before therapy and from 6

to 35 (mean 18) after treatment.

Among all cases, the temperature was
above normal in 31 patients. It returned to

normal in 24 hours or less in 12 cases, in 48

hours or less in 26 cases and remained ele-

vated more than 48 hours in 5 cases.

Twenty-two patients had received anti-

biotic therapy before the beginning of

methacycline treatment. Six had received

one drug only (penicillin in 4; Furadantin
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in 2) ;
in all 6, response to methacycline was

better. Six had received penicillin and

streptomycin previously; 1 of the 6 had also

received oxycillin. Five of these 6 cases re-

sponded better to methacycline. Other an-

tibiotics used had included tetracycline,

sodium methicillin (Staphcillin)
,
chloram-

phenicol, kanamycin, and polymixin B and

various combinations of these antibiotics.

In all of these cases, the results of metha-

cycline therapy were classed as equal or

better, than with prior therapy.

Three patients received other antibiotics

after discontinuance of the methacycline.

All received penicillin and streptomycin; 1

received chloroamphenicol in addition.

There was no noticeable difference in re-

sponse to these antibiotics than to methacy-

cline.

There was no relationship between length

of treatment and clinical response, since

length of therapy was adjusted according to

response.

Summary

Methacycline was evaluated in a series of

surgical infections. In 15 wound infections,

all had organisms resistant to penicillin,

even though most patients had not received
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penicillin therapy. There was no de-

monstrable relationship between bacteriol-

ogy, in vitro drug sensitivity and clinical re-

sponse—proper surgical management ap-

pearing overwhelmingly more important

than antibiotic therapy which was, how-
ever, a valuable adjunct.

In 15 cases of bacterial pneumonia, results

of methacycline therapy were fair to good

in all, even though these cases were asso-

ciated with other thoracic injuries or dis-

eases. A single case of pulmonary tubercu-

losis showed no response.

In a group of miscellanous diseases

(lung abscess, suppurative bronchitis,

crushed chests with pneumonia, burns, and
empyema) results were much more varia-

ble. In general, the antibiotic response was
about that expected in view of the charac-

ter of the disease.

Eosinophilia occurred in 5 of 52 patients

without other explanation. No other side-

effects or ill reactions to the drug were ob-

served.

Methacycline appears to be an effective

and safe antibiotic for use in surgical infec-

tions as a useful adjunct to operative man-
agement.

Remember, Doctor—

It's been

Tafel Surgical Supply Co.,

Inc.

SINCE 1889

for

Drugs, Orthopedic, Surgical

Supplies & Equipment

1203 Church Street

Nashville, Tennessee



February, 1968 LIPIDS AND LIPOPROTEINS OF HUMAN SERUM—Heimberg 167

Lipids and Lipoproteins of Human Serum*
MURRAY HEIMBERG, Ph.D., M.D., Nashville, Tenn.

Abnormalities in lipid metabolism are

sequelae or precursors of a number of dis-

eases of man. These abnormalities may be

observed clinicially as fluctuations in the

concentration of serum and tissue lipids.

Elevated concentrations of serum lipids, for

example, may be associated with diabetes

mellitus, Cushing’s disease, nephrotic syn-

drome, obesity, and atherosclerotic cardio-

vascular disease. Decreased concentrations

of lipids in man have been observed in cer-

tain genetic disorders, such as abetalipopro-

teinemia and Tangier disease. Accumula-

tion of lipids (primarily triglyceride) occurs

in liver as a result of nutritional deficien-

cies, following poisoning with a number of

hepatotoxic agents, and as a result of cer-

tain endocrinopathies. This accumulation of

hepatic triglyceride under certain circum-

stances is associated with a decreased ca-

pacity of the liver to form and release

lipoproteins.

It is unfortunate that insufficient atten-

tion has been focused on these lipid abnor-

malities in clinical situations. To a large

extent this deficiency has been due to the

very real difficulties of lipid analytical

methods and the general lack of availability

of these methods for routine use in clinical

chemistry laboratories.

The major lipids of serum are triglyce-

ride, phospholipid, cholesterol, cholesterol

esters, and free fatty acids. In order for the

water-insoluble lipids to be dispersed in

serum, nature has required that these lipids

be transported as lipoproteins. The lipo-

proteins are carried to the tissues for me-

tabolism or storage. The various lipopro-

teins can be distinguished by the quantity

as well as the species of its lipid and protein

moieties. The major source of the serum lip-

oproteins is the liver. Free fatty acids in

*From the Department of Pharmacology, Van-

derbilt University School of Medicine, Nashville,

Tenn.

This article was prepared upon request of the

Middle Tennessee Heart Association.

blood are derived from adipose tissue and

appear in serum bound to albumin.

Chylomicrons, which are a class of lipopro-

teins produced by the gastrointestinal mu-
cosa, enter the bloodstream during fat ab-

sorption. Since different lipids are asso-

ciated with different lipoproteins, it follows

that the most useful knowledge of the func-

tions of blood lipids will be gained only

when studied in association with the lipo-

protein carrier. The serum lipoproteins are

defined on an operational basis. The most

useful method, although tedious, has been

to isolate lipoproteins from serum by flota-

tion procedures in an ultracentrifuge using

conventional angle-head rotors.

We have developed methods in our labo-

ratory for the isolation of lipoproteins in

the zonal ultracentrifuge. This particular

application was made possible by the devel-

opment of suitable instrumentation by Dr.

Norman G. Anderson and his associates at

the Oak Ridge National Laboratory. This

technique has enabled us to obtain a new
description of the distribution of lipopro-

teins in human serum dependent on their

densities and sedimentation rates. We have

obtained quantitative data on the lipid and

protein composition of each lipoprotein

class and the solution density at which each

peak appears. It is probable that these dis-

tribution patterns change with age, sex,

diet, and with various endocrinopathies and

pathologic states. This procedure for the

isolation of serum lipoproteins may prove to

be useful to the clinician as a laboratory

diagnostic aid; additionally, it will enable

the investigator to isolate lipoproteins with

greater ease, and therefore to study the

structure and function of blood lipids and

lipoproteins in depth. The knowledge de-

rived from these studies can not help but

lead to information which will be of value

in diagnosis and treatment of certain meta-

bolic disorders of man associated with ab-

normalities of blood lipids.
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Genes Plus Environment Make You What
You Are*

You are what you are because your ge-

netic potential—the sum of genetic informa-

tion inherited from your parents—is in con-

stant interplay with your environment.

The same is true of every living thing on

this planet from viruses to great blue

whales.

This theory of genetic-environmental in-

terplay explains many quirks of growth and

development which are unexplainable by

genetic theories alone, believes Meredith N.

Runner, Ph.D., Professor of Biology, Uni-

versity of Colorado, Boulder. Genetic in-

heritance confers some individuality upon
an organism; the pressures of environment

upon the growing and developing organism

also confers some.

Dr. Runner points out that many congeni-

tal malformations—serious defects of struc-

ture or form which are present at birth

—

can be explained as examples of genetic

susceptibility to environment factors before

birth. In Dr. Runner’s view the science of

teratology—the investigation of congenital

malformations and how they are produced

—is basically a study of the interaction be-

tween genetic potential and environment in

the unborn.

A spectacular advance in biochemical

mechanisms of heredity has the result that

the role of environment is under-repre-

sented in much of today’s thinking about

growth and development, says Dr. Runner.

This view is not new; more than 45 years

ago some biologists—among them T. H.

Morgan, R. Goldschmidt and S. Wright—ob-

served that the great number of variations

in structure and form that occur in all ani-

mal species cannot be accounted for

through genetic inheritance alone. One in-

vestigator, E. Green, suggested that 80 to 90

per cent of such variability in a certain

strain of mice may be associated with non-

genetic influences during the embryo and

fetal stages before birth. As the nature and

influence of environmental factors on

*A science feature article prepared by the

Communications Division, American Medical As-
sociation.

growth and development has become better

understood, biologists have been able to ex-

plain more and more of these non-genetic

influences as environmental.

Heredity and environment are insepara-

ble in life, growth and development, Dr.

Runner points out.

Genetic-environmental interaction over

long periods of time comprises biological

evolution through the processes of natural

selection and adaptation to the environ-

ment. The genetic potential of an organism
reflects the evolutionary history of its an-

cestors; the organism has genetic blueprints

for structure, form, and the ability to live,

grow and develop within a specific range of

environmental conditions.

It is important to remember, says Dr.

Runner, that the genes inherited by an or-

ganism determine only its potential—a po-

tential, for example, to become a blue-eyed,

red-haired, pug-nosed male human being.

The potential develops in the context of an
environment from the moment of concep-

tion. Survival depends upon the environ-

ment furnishing the range of conditions for

which the organism is genetically adapted.

Normal growth and development depend
upon the environment furnishing optimum
conditions for the processes of growth and
development: adequate nourishment, ade-

quate oxygen, proper temperature, and so

forth. Growth and development which var-

ies from the norm may result when the or-

ganism encounters an environmental condi-

tion to which it cannot respond in “normal”

fashion. A variation from normal form and
structure may be harmless to the organism,

but sometimes cripples it in some way.

If our red-haired example develops into

the kind of organism known as an All-

American Boy, we may say that he re-

ceived good genetic material from his an-

cestors, and that his environment is pro-

viding the proper conditions for realization

of his full genetic potential.

A slight change in genetic material could

have left him maladapted to his environ-

ment. If the genetic blueprints in his cells
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had lacked the “instructions” to synthesize

the enzyme phenylalanine hydroxylase, his

body would have been unable to metabolize

the amino acid phenylalanine. This amino
acid, common in many foods, would then

have accumulated in his body and brain,

causing ultimately the condition known as

phenylketonuria (PKU) . An end result of

PKU is often mental retardation, unless the

condition is detected and phenylalanine re-

moved from the diet.

Environment might have imposed condi-

tions that suppress or interfere with normal

development of genetic potential. Gross

abnormalities in structure or form may re-

sult from environmental insults in the very

early life of the organism—at the embryo
and fetus stages before birth. Although en-

vironmental conditions may interfere with

life at any stage, in complex multi-celled

organisms such as man, the balance be-

tween heredity and environment is proba-

bly most delicate during embryonic and

fetal stages. At these stages growth and de-

velopment are taking place at accelerated

rates, and organ systems are in the process

of formation; any degree of interference

with the rapidly growing and developing

organism in early intrauterine life may be

magnified into gross abnormalities by the

time of birth. The infant may even be born

dead, or the pregnancy may come to sponta-

neous abortion. The “thalidomide chil-

dren” are examples of environmental

suppression of genetic potential.

The mother of the children ingested the

sleeping drug during early pregnancy; the

drug or a metabolite of it passed from the

mother’s body into the growing embryo
where it upset a normal pattern of growth

and development. Many of the “thalido-

mide children” were born without arms or

with foreshortened arms because of the

drug’s effect on limb development.

Teratology, by itself a science of increas-

ing importance to medicine, has widening

infiuence upon other areas of biology.

“In developmental biology,” says Dr.

Runner, “we can’t really explain abnormal

development until we understand normal

processes. But it is often only by studying

variations in growth and development—the

abnormal—that we can come to an under-

standing of the normal processes. For this

reason there is a large and growing inter-

change between teratology and develop-

mental biology.”

Dr. Runner himself became committed to

teratology research more than a decade ago

as a result of a serendipitous observation

during an experiment.

The experiment was designed in hopes of

finding an answer to a puzzling question:

Why is there always variability of struc-

ture and form in genetically identical in-

dividuals?

In human identical twins, with sup-

posedly identical genetic material, variabil-

ity is always present. The same is true in

litter mates from highly inbred strains of

animals. Many scientists had started to

wonder whether genetic inheritance was
the sole arbiter of structure and form. For
his experiment Dr. Runner mated mice of a

strain which was inbred through more than

20 generations of brother-sister matings; the

mice were a close approximation of the ge-

netic uniformity found in identical twins.

The specific questions asked by the exper-

iment were: What kinds of variation of

structure and form will be found in the

young of these genetically uniform mice?

If variations are found, and genetic factors

are ruled out as a cause, what environmen-

tal factors could cause them during in-

trauterine life?

While such an experiment is no novelty

today, it was on the frontier of knowledge
in the early 1950s when many biologists still

believed that the mammalian placenta pro-

tected the embryo from most environmental

influences. Only a few instances were then

known in which the embryo could be

harmed by non-genetic factors.

As expected, the young mice born of the

laboratory matings demonstrated more var-

iability of structure and form than could

apparently be accounted for by discrete ge-

netic factors alone. The next step was an

attempt to deliberately modify embryonic

development through environmental in-

terference.

In order to learn the effect of environ-

mental factors on unborn mice, pregnant fe-

males were put into two groups. In one

group the essential nutrient folic acid was
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completely removed from the diet, antibiot-

ics were administered to remove folic acid-

synthesizing bacteria from the intestines of

the pregnant females, and a folic acid-inhib-

iting chemical was administered to assure

the absence of folic acid from the bodies of

the mothers and embryos. The other group

of pregnant mice received a nutritionally

complete diet in the form of a “cake mix”

food.

Other investigators had previously shown
the teratogenic (malformation-causing) ef-

fect of folic acid and other serious nutri-

tional deficiencies in pregnant hogs and

rats. Dr. Runner was thus using a proven

technique to learn the extent to which an

environmental factor could induce variabil-

ity of structure and form in the face of ge-

netic uniformity.

“The first experiments worked nicely,”

Dr. Runner recalls. “We saw the effects of

folic acid inhibition.

“But to our amazement we also found ab-

normal development in mice from the con-

trol (“normal” diet) females. We couldn’t

account for this until a technician recalled

that for the 24-hour experimental period

the mice wouldn’t eat the cake mix. Then
it was apparent that we had inadvertently

produced congenital anomalies through the

mechanism of fasting—a completely unex-

pected development.

“Here was a lead to the spontaneous pro-

duction of variations, at least in the experi-

mental state.”

Dr. Runner’s investigations today include

work with embryonic explants. An “ex-

plant” in this context means an embryo ani-

mal—chick, mouse, etc.—or a portion of an

embryo removed from its normal environ-

ment into an artificial culture. In the arti-

ficial culture the normal environment can

be imitated, and single environmental

agents, thalidomide, for example, can be

added or substracted to determine their ef-

fect upon embryonic growth and develop-

ment. The explant is different from the

transplant, in which a portion of one animal

is grafted onto another animal.

The mouse experiment serves as an ex-

ample of the interplay between heredity

and environment in the growth and devel-

opment of living organisms. Despite much

recent popular discussion of genetics and

the genetic code as the “secret of life,” bio-

logical research in the past decade supports

the unitary view that both heredity and en-

vironment play important roles in the life

of the organism before birth.

“Sometimes there is talk about the ge-

netic code (the transcription of genetic in-

formation on nucleic acid molecules) as if

that were the whole story of growth and de-

velopment,” says Dr. Runner. “We should

remember that the genetic code is permis-

sive but by itself can’t determine the ulti-

mate fate of an organism.” In other words,

without a suitable environment an organ-

ism cannot develop because the environ-

ment is a variable rather than a constant,

however, the influence of environment on

growth and development makes the predic-

tability of any genetic characteristic some-

what less than 100 percent.

On the other hand, it is genetic permis-

siveness which determines the effect of any

environmental factor upon the organism.

“If the environment modifies the organ-

ism, it is because the organism permits the

modification,” points out Dr. Runner.

Here, thalidomide is an example. The
human embryo is so exquisitely susceptible

to the effects of thalidomide metabolites on

growth and development that a single tab-

let ingested by the mother is enough to

cause gross physical deformation. In some
animals, though, susceptibility of the em-
bryo to thalidomide is negligible, and defor-

mation is produced only through massive

drug dosage to the pregnant female.

Susceptibility to environmental factors

also depends upon such things as:

—Time of administration; the teratogenic

effect of the nutritional deficiency, drug or

other factor can be different at different

times as the embryo’s biochemical, cellular

and organ structure passes through various

stages.

—Route of administration; whether a

pregnant animal or human receives a drug,

for example, by mouth or through a vein

may determine its potency as a teratogen.

Genetic factors are responsible in large

degree for the organism’s variable response.

Teratology is a young science and, al-

though its basic concern is prevention of
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congenital anomalies in human infants,

much of the work of its investigators is

with experimental animals. Even so, at

least one of the lessons learned from terato-

logical research is applicable in medicine

today,

“We have learned,” says Dr. Runner,

“that environmental factors can be highly

effective teratogens at very young stages of

embryonic life. We don’t yet understand

the fine detail of the genetic-environmental

interaction but we do understand that such

interaction occurs and that it may work for

either the harm or benefit of the organism.

“As far as medicine is concerned, perhaps

the most important thing teratologists have

learned is that the embryo is most suscepti-

ble to teratogens from the environment at a

very early time, often so early that the

woman doesn’t even know she is pregnant.

In other words, at 30-34 days after men-
struation the woman may not know she is

pregnant but the growing embryo in her

uterus may be in its most susceptible stage

for malformation. This is information that,

by itself, may help physicians avoid many
tragedies.”
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STAFF CONFERENCE

City of Memphis Hospitals*

Bacteremic Shock

DR. JAMES W. CULBERTSON (Medi-

cine) : The subject for discussion today is

bacteremic shock, or septic shock. In re-

cent years this problem has been brought

prominently to the attention of internists,

surgeons, and urologists especially; and

presently it is one of the more important

medical emergencies in hospital practice.

Prompt diagnosis and treatment are of the

utmost importance if patients are to be af-

forded any hope of survival. The problem

will be delineated by Dr. Rytel.

DR. MICHAEL W. RYTEL (Medicine):

Endotoxin shock may be defined as a state

of peripheral vascular collapse with

progressive hypotension induced by a phos-

pholipid-polysaccharide-protein complex re-

ferred to as endotoxin, which is liberated

from the cell wall of gram-negative organ-

isms, especially of the coliform group. I

shall review the predisposing host factors,

briefly, and you will readily realize that the

population we have in this hospital is prob-

ably unusually predisposed to endotoxin

shock. First of all, age has been found to

affect adversely and to predispose patients

to endotoxic shock. In a series reported by

Spink^ two-thirds of the patients with en-

dotoxic shock were 60 years of age and

older, and the mortality in this age group

was over 80 percent. Additional factors

such as cirrhosis of the liver may predis-

pose. This is probably because the liver de-

toxifies endotoxin; and in cirrhosis, with de-

struction of the parenchyma, there is not

enough tissue to do this. Diseases which

lower host resistance in general to bacterial

infections, such as myeloproliferative disor-

ders, malignancies of any kind, diabetes

mellitus, arteriosclerotic diseases, and dis-

proteinemias predispose to the onset of en-

dotoxic shock. Outflow obstruction either

in the genito-urinary tract, such as by pros-

tatic hypertrophy, or in the biliary tract, as

*From the Departments of Medicine, Physiolo-

gy, and Surgery, the College of Medicine, The
University of Tennessee, Memphis, Tennessee.

well as destruction of the integrity of the

skin with burns, with wounds, or with

trauma may also predispose patients to en-

dotoxic shock. Finally, previous antibiotic

therapy which has altered the normal flora

and which has, perhaps, eradicated the

gram-positive organisms may result in an

overgrowth of the gram-negative organisms

with the resultant production of endotoxin

and shock.

In a study conducted at one of the teach-

ing hospitals at Northwestern University

Medical School between 1955 and 1963, by
Lesage,^ it was found that the majority

of the cases of bacteremia were involved

with E. coli organisms and that the inci-

dence of hypotension in these cases was 36

percent. This corresponds to what has been

found in other series, namely that most of

the gram-negative septicemias with endo-

toxin shock were due to E. coli organisms.

Other bacteria that are of etiologic impor-

tance are Aerohacter aerogenes, Klebsiella,

Pseudomonas, Proteus, and the paracolon

group. All in all, there were 137 cases of

septicemia with gram-negative organisms.

In 46 of these cases the patients went on to

clinical shock, for an incidence of 34 per-

cent. The mortality in the Northwestern

series was 26 percent. This compares with

an average of 42 percent in at least seven

other series. The range is between 30 and

80 percent, and there is not much difference

between the relative contributions to mor-

tality among the different organisms.

The genitourinary tract is the most com-

mon portal of entry for the gram-negative

organisms in the cases of septicemia with

endotoxic shock. About 45 percent of such

patients have had a genitourinary infection

or instrumentation. The gallbladder and

the gastrointestinal tract are the next most

common portals of entry. Others are skin

or wound infections and the respiratory

tract.

A survey of antibiotic sensitivities of the

most commonly offending organisms shows

that E. coli, Klebsiella, Proteus, Pseudom-

onas, and paracolon species are in the ma-

jority of cases susceptible to chlorampheni-

col and to streptomycin.2 Tetracycline also

is effective in a good percentage of the

cases with these organisms. Polymyxin B
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is a specific antibiotic for infections with

Pseudomonas. What should one do for ini-

tial antibiotic therapy while awaiting cul-

ture reports on blood and materials from

suspected portals of entry? Most authori-

ties recommend vigorous therapy at this

point, pending the establishment of a bac-

teriologic diagnosis. Louis Weinstein^ in

Boston recommends treatment with a com-

bination of chloramphenicol, 4-6 Gm. in-

travenously per day, and streptomycin 1

to 2 Gm. intramuscularly per day. Other

people recommend using chloramphenicol

and kanamycin in combination as soon after

the onset of shock as possible. Later one

can switch to a specific regimen, which in

many instances will be the one used for ini-

tial therapy.

Endotoxin was described initially by

Andre Boivin at the Pasteur Institute about

thirty years ago. Endotoxins are known to

have a great number of biologic activities,

including the production of fever and hypo-

tension. They are thought to be liberated

from the outer wall of gram-negative or-

ganisms. They are also present in many
gram-positive organisms, in some fungi, and

even in mammalian cells, polysaccharide,

a portion of the lipid-polysaccharide com-

plex, determines the antigenicity of many
gram-negative organisms. It is not known
for sure whether it is the lipid or the poly-

saccharide part of the molecule that is re-

sponsible for the shock. The evidence sug-

gests that both the lipid and the polysaccha-

ride participate in the biologic reactions

that endotoxins produce. Following release

of the endotoxin from dying bacteria it is

necessary for this endotoxin to react with a

heat labile serum component, which was
described by Spink and following this

vasoactive substances are released which

produce the circulatory changes that lead to

shock. The nature of this serum component

is not clearly defined. Some people think it

is related to the complement system.

DR. CULBERTSON: Dr. Spurr will dis-

cuss the physiologic alterations which occur

in the experimental animal and the patient

with bacteremic shock.

DR. GERALD B. SPURR (Physiology):

Except in the transfusion of blood or plasma

which has been contaminated with gram-

negative bacteria, clinical endotoxin shock

is usually a complicated affair and is seldom

pure in the sense that there are no other

contributing clinical conditions. However,

in order to present a coherent picture of the

physiologic changes that occur in endotoxin

shock, I am going to discuss these changes

as they occur in the experimental animal

following a single lethal injection of endo-

toxin. Most of what we know about endo-

toxin shock has been derived from experi-

ments in the anesthetized dog. Because of

species differences it is, of course, difficult

to make a direct transference of these find-

ings to the clinical situation in man. There

are some data available on monkeys also.

In general, the physiologic disturbances

seen in endotoxin shock in man are similar

at least to those described for the dog.®

Following the single injection of a lethal

dose of endotoxin of E. coli into the dog, a

characteristic cardiovascular response oc-

curs. Within seconds following the injec-

tion there is a rapid fall in arterial blood

pressure, which gradually recovers over the

following few minutes. The cause of this

initial hypotension is the trapping of blood

which occurs in the portal system as a re-

sult of hepatic venous constriction resulting

from the release of histamine. This is a

transient trapping, which leads to a fall in

venous return to the heart and a consequent

reduction in cardiac output. A second bout

of hypotension occurs in one to two hours

following the injection of endotoxin. This

fall is more gradual and spontaneous recov-

ery does not occur. If the visceral tissues in

the dog are examined at this time, they are

found to be pale and ischemic in appear-

ance. Examination of the microcirculation

demonstrates vasospasm in both arterioles

and venules, that is in precapillaries and
most postcapillary vessels. This is a period

of ischemic anoxia. It is reversible in the

sense that appropriate treatment of the ani-

mal will avoid the subsequent death.

Measurement of plasma catecholamines

shows an initial marked increase in both

circulating epinephrine and norepinephrine,

followed by an early fall back toward the

control level, but still significantly above

normal. Later in the shock period there is

again a marked increase in catecholamines
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paralleled by a sharp rise in total periph-

eral resistance.

It should be pointed out that the sympa-
thomimetic effect of endotoxin has two
sources. First of all, the endotoxin leads to

a liberation of catecholamines from both

the adrenal medulla and extramedullary

sites. It also has a sympathomimetic effect

in its own right through interaction with

some formed element in the blood, prob-

ably leukocytes, to produce a vaso-active

sympathomimetic substance. So the source

of its sympathomimecity is two-fold. Meas-

urement of the blood flow to various or-

gans during the period following endo-

toxin injection shows a marked reduction in

various sites, but particularly in the mesen-

teric circulation to the splanchnic bed.

Since reduction in blood flow to this region

is proportionately greater than the fall in

cardiac output that occurs during this pe-

riod, it simply emphasizes the sensitivity of

the splanchnic circulation to the increased

vaso-activity. When the period of hypoten-

sion induced by endotoxin approaches four

hours, the visceral tissues become hemor-

rhagic and congested in appearance, and the

dog has reached the stage of stagnant

anoxia, or irreversible shock. Examination

of the microcirculation at this time shows

dilated arteriolar sphincters, that is the pre-

capillary vessels, and congested capillaries

with venules that are still constricted.

Now let us recapitulate the sequence of

events in the peripheral beds and try to re-

late these to changes which are seen in

blood volume and hematocrit. Initially

there is hepatic venous spasm, which leads

to a sequestration and accumulation of

blood in the portal system and effective re-

moval of this amount from the total circu-

lating volume, so that one measures a de-

crease in the apparent blood volume. At

the same time the associated increase in cat-

echolamines that one sees probably leads

or contributes to the increase in hematocrit

seen immediately or in the early stages of

endotoxin shock in the dog because of the

constriction of the spleen. The spasm in

both arteriolar and venular vessels leads to

an effective sequestration of blood from the

circulating volume and an effective de-

crease in the measured circulating volume.

As the spasm is prolonged, the continued

ischemia results in relaxation or loss of tone

in the precapillary vessels, as a consequence
of the ischemia and the local acidosis in the

surrounding tissues. However, the postcap-

illary vessels on the venous side are more
resistant to the anoxia and acidosis of shock
and maintain their tone even while the ar-

teriolar vessels are failing. As a result,

blood begins to distend the capillary beds
and there begins a shift from ischemic to

stagnant anoxia. With this turn of events

there is an increase in the share of the blood

sequester from the active circulation, and
this results in an increased hydrostatic pres-

sure in the capillaries. The result is an ex-

travasation of plasma from the vascular

system into the extravascular spaces.

Moreover, with the passage of time, these

glutted peripheral beds lose their capillary

wall integrity and allow the leakage of

whole blood, with the result that tissue

hemorrhage occurs; and blood can even es-

cape into the bowel lumen, appearing as a

bloody diarrhea. This loss of plasma leads

to a further exacerbation of the shock con-

dition and contributes to the state of irre-

versibility.

Here I might point out one marked differ-

ence between the dog and the monkey. The
precipitate drop in arterial pressure that oc-

curs immediately following the injection of

endotoxin in the dog does not occur in the

monkey, and presumably it does not occur

in man. Actually, clinically, we are con-

cerned more with the changes that occur

later in time. In spite of these differences,

the general consensus is that the physio-

logic disturbances of endotoxic shock in

man do not differ in any basic manner from
those described for the dog. The differ-

ences among the various animals and in

man appear to be in the hierarchy of sus-

ceptibility of the various organ systems to

the hemodynamic disturbances resulting

from shock. In the dog the gut is unusually

sensitive to the effects of anoxia. In the

rabbit and cat, by contrast, it is the lungs

that are especially susceptible to the effects

of profound vasospasm resulting from endo-

toxin. Here the human findings can be sim-

ilar, because an unexplained hypercapnia,

dyspnea, and even cyanosis frequently are
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the forerunners of endotoxin shock in hu-

mans. When such patients die, it is found

that the endotoxin damage in the lungs is

similar to the damage that one sees in the

gut of dogs that die in endotoxin shock.

There is some question about the possibility

of endotoxin resulting in a decrease in total

peripheral resistance through a central ner-

vous system action, but this is controversial.

Finally, I wish to mention two points:—
First, the final common pathway of endo-

toxin shock appears to be stagnant anoxia

in the peripheral tissues; and there may be

also a direct action of endotoxin on cellular

metabolism itself to produce a histotoxic

type of anoxia which has an additive effect.

Second, since stagnant anoxia is a question

of perfusion and since perfusion of tissues is

not necessarily related to arterial blood

pressure, treatment only of the arterial

blood pressure does not mean that adequate

peripheral perfusion of tissues will be ac-

complished.

DR. CULBERTSON: The clinical story of

a patient illustrating the problem of septic

shock will be presented by Dr. Betz.

DR. ROBERT F. BETZ (Surgery): This is the

case history of a 50-year-old Negro who was ad-

mitted to John Gaston Hospital on Feb. 5, 1966.

For several weeks prior to this admission he had
had progressive symptoms of epigastric fullness,

pain, tenderness and vomiting; and at the time

of admission he was unable to retain either liq-

uids or solids. His past history is significant in

that he had had chronic peptic duodenal ulcer

disease for a long time. A year prior to this ad-

mission he had been operated on at John Gaston
Hospital for a perforated duodenal ulcer.

General physical examination at the time of

admission showed normal cardiovascular and
respiratory functions. He had an elevated gas-

tric acid secretion before and after Histalog

stimulation. Upper gastrointestinal x-ray stud-

ies supported the initial diagnosis of gastric out-

let obstruction. Other than a mild anemia labo-

ratory studies were normal; and on Feb. 22, 1966,

he had a subtotal gastric resection, a vagotomy
and a Billroth I anastomosis.

The patient did well for the first 2 postopera-

tive days. He had a good urinary output and
had only a low grade fever. On the 3rd post-

operative day he spiked a temperature to 104°.

Concomitantly his B.P. fell to 90/40, and the uri-

nary output decreased to 10 ml./hour. Cardiac

failure, pulmonary embolus, and oligemia were
not indicated by either clinical or laboratory

procedures. The tentative diagnosis of gram-
negative septicemia was made and cultures of

blood, urine, and sputum were obtained. A cen-

tral venous catheter was inserted by way of the

external jugular vein, and the patient was given

Ringer’s lactate solution intravenously and whole
blood. This increased the central venous pres-

sure from zero to 50 mm. saline solution. In

spite of this adequate fluid replacement plus

metaraminol intravenously, aqueous penicillin,

chloramphenicol, and hydrocortisone, he did not

respond to treatment. The central venous pres-

sure continued to rise and, because of the cardiac

failure, he was digitalized. Heparin and mannitol

were used in an attempt to increase the urinary

output. The patient became jaundiced and re-

mained unresponsive to therapy. Isoproterenol

was started intravenously. This failed, too, to

correct his cardiac failure and the patient died

approximately 24 hours after the onset of his

high temperature. Cultures of the blood and
urine revealed Klebsiella and Aerobacter, and
the urinary tract was the supposed site of infec-

tion of the blood stream.

DR. CULBERTSON: The discussion will

be continued by Dr. Sherman, with special

attention to questions of management in

bacteremic shock.

DR. ROGER T. SHERMAN (Surgery):

As is all too often the case, this particular

patient did not survive his treatment of sep-

tic shock. I am left with the problem of

trying to outline for you some of the regi-

mens that we think about in septic shock,

but I want to remind you that anything that

is up to 80 percent unsuccessful can hardly

be called treatment. We have to work
somewhat empirically. We try to make
measurements, we try to analyze carefully

what is happening to a patient’s hemody-
namics and to correct abnormalities as they

come along.

Some principles in the management of

septic shock probably deserve review. Of
course, abscesses that need draining, em-
pyemas and the like, should be carefully

timed for their treatment and taken care of

as soon as possible. The antibiotics are

next on our list when we think about treat-

ing septic shock as a complicating condition.

The choice of antibiotic drugs already has

been discussed. However, I would like to

add that these antibiotics should always,

when possible, be given intravenously, be-

cause in states of failing circulation they

are not well distributed otherwise. I would
also like to say a word of caution about

those that are excreted poorly through the

kidney, as kanamycin, which should be de-

layed until urinary output is established.



176 STAFF CONFERENCE February, 1968

The third thing that we think of immedi-

ately after antibiotics is hydrocortisone in-

travenously, This is empiric. There is no

real reason to say that hydrocortisone helps

patients with septic shock, but we have the

clinical impression that it does; and we or-

dinarily feel that large doses up to 1000 mg.

per day are indicated, at least for the first

two days. This can be withdrawn abruptly

at the end of 2 days without any serious

clinical consequence. The fourth issue on

the list, vasopressors, is something that Dr.

Spurr has already touched on a little bit by
pointing out that norepinephrine particu-

larly is contrindicated in the treatment of

septic shock. It does not improve the per-

fusion of the cells or tissues at all. In the

patient that Dr. Betz reported the vasopres-

sor used was metaraminol, which is not

nearly so large a potentiator of vasocon-

striction as norepinephrine. In small doses

it probably is the drug of choice because it

does not cause intense renal arteriolar con-

striction and produce a harmful cessation of

urinary output, while giving the physician a

false sense of security because of elevation

of the systemic arterial pressure.

We realize the importance of maintaining

an adequate circulating blood volume in

septic shock with intravenous Ringer’s lac-

tate, and plasma or whole blood when nec-

essary. We prefer to monitor the central

venous pressures while we are doing this so

that we know how well we are supporting

the right atrial pressure. This is the crux

of the treatment of all shock, whether it be

cardiogenic or endotoxic or oligemic, and it

is the support of venous return of blood for

cardiac filling. For this reason we believe

that the best cardiovascular drug is isopro-

terenol when it appears that a certain de-

gree of peripheral dilatation and a strength-

ening of the cardiac force are needed. We
can measure the combined effects of isopro-

terenol and of replacing the fluid volume by

measuring the central venous pressure. We
know that it does not measure the circulat-

ing fluid volume. We know that it is only

an indication of how well the pump can

handle the circulating volume, but this is of

great benefit. As you notice in this case, we
are able to recognize impending heart fail-

ure of the patient and digitalize him in

plenty of time to support his cardiac output,

at least until the terminal event.

Sometimes this tips the scales toward sur-

vival.

Recently there have been efforts to im-

prove the recovery rate by the use of hy-

pothermia. Lowering the body tempera-
ture to midrange hypothermia, 30 to 32° C.,

will reduce oxygen metabolism in the tis-

sues by about 50 percent. Perhaps this neg-

ative approach of trying to protect the pa-

tient from his septic shock so that he may
survive on his own without much other sup-

port is worth something. We have studied

this question in dogs injected with a lethal

dose of endotoxin. Our control dogs sur-

vive about 5 hours. The curve is very re-

producible. When hypothermia at 30° C.

was started shortly after endotoxin injec-

tion, we were able to double the life expect-

ancy of the dog, but we were unable to have
any of them become permanent survivors.

When hypothermia is used in patients with

severe septic shock, it is gratifying to see

that the urinary output is maintained

throughout the hypothermic period. This

occurs despite the fact that the blood pres-

sure falls to the low normal range during

hypothermia. At 30° C. the reduced blood

pressure is adequate to maintain renal per-

fusion. I do not mean to imply by this that

we feel that hypothermia is the method of

treating septic shock for, as a matter of fact,

we use it only rarely now. We have had
patients survive with hypothermia, and we
have had patients die with hypothermia.

The final result of hypothermia, even

though it is used rather widely elsewhere, is

not quite established yet.

In a series of experiments we found the

mortality in dogs injected with pentobarbi-

tal and endotoxin to be greater than 90 per-

cent. Treatment with heparin 2 mg. per kg.

was followed by a striking increase in sur-

vival rate. The rate was improved further

by increasing the dose to 40 mg. per kg., but

this produces spontaneous bleeding in the

dog, and it is very expensive. Clinically we
give heparin in customary therapeutic dos-

age to all of our patients in septic shock un-

less they have postoperative bleeding prob-

lems.

We also studied low molecular weight
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dextran, which is a flow-improving solution

thought to be helpful in endotoxin shock.

We found that 20 ml. per kg. gave a slight

improvement in survival rate in our dogs.

To determine whether this was due simply

to an increased circulating blood volume we
gave 20 ml. per kg. dextran plus an addi-

tional 10 ml. of saline and got a remarkable

improvement in survival rate. Dextran

alone at 30 ml. was no better than 20 ml. per

kg. Saline alone at 30 ml. per kg. gave a

considerably better survival rate than low

molecular weight dextran alone. So we do

not use dextran in patients. To prove that

this is not just a volume result we gave 30

ml. per kg. of glucose solution instead of sa-

line, and all of the dogs died. This simply

means that sugar water makes blood more
viscous than it already is, whereas saline

solution makes it flow more freely.

We have not gone into the beautiful sub-

tleties of trying to decide when to use vaso-

pressors, when to use vasodilators, and at

what stage of septic shock each may be in-

dicated, as in the patient that was presented

to you. We try to watch the clinical para-

meters of the patient’s circulation very

carefully. If he needs support on the ve-

nous side for cardiac Ailing, we try to give it

to him by increased fluids. If he needs sup-

port of his arterial perfusion pressure, we
try to give it to him by gentle vasopressors,

such as metaraminol. If he needs increased

cardiac output and reduction of excessive

arteriolar resistance, we try isoproterenol in

order to keep the blood flow going properly.

CENTRAL NERVOUS SYSTEM TOXICITY IN-

DUCED BY LIDOCAINE. Seldon, Richard,

M.D., and Sasahara, Arthur A., M.D. JAMA,
202 : 908 , 1967 .

Lidocaine hydrochloride has been found to be

an excellent agent for the prevention and control

of ventricular tachyarrhythmias. Its use is wide-

spread in coronary care units in protecting the pa-

tient with a myocardial infarction from poten-

tially fatal arrhythmias.

The authors of this article point out the possible

hazards of the administration of the usual

amounts of this drug to patients with advanced

liver disease. Lidocaine is normally removed

DR. CULBERTSON: We prefer to re-

serve digitalization for monitored evidence

of ventricular decompensation. We do not

believe that enough experience is available

yet to assess the clinical effects of adrener-

gic blocking drugs. Finally, regardless of

what type of regimen is adopted at the out-

set, there is no substitute for the careful

and continuous observation of the patient

for changing clinical and physiologic signs

during the first 12 hours of emergency

treatment.
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from the circulation by metabolism in the liver.

They report a patient who exhibited marked cen-

tral nervous system depression on two occasions

with slow recovery after only 600 to 800 milli-

grams of the drug.

The reviewer has noted a similar effect in a pa-

tient with marked fatty infiltration of the liver

demonstrated by needle biopsy. Since the prob-
lem is probably one of relative overdosage be-

cause of slow metabolism, the drug may be able to

be used at much lower dosages in these patients

or, as the authors suggest, procainamide may be
used to control ventricular irritability. (Ab-
stracted for the Middle Tennessee Heart Associa-

tion by Edward J. Battersby, M.D., Nashville)
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—Tennessee Academy of Preventive Medicine k: Public Health (Scientific)

—Tennessee Industrial Medical Association (Scientific)

—Tennessee District Branch-American Psychiatric Association (Scientific)

(Social Hour and Banquet)
—Tennessee State Orthopaedic Society (Scientific)

—Woman’s Auxiliary to I'ennessee Medical Association

SATURDAY
APRIL 20

HOUSE OF
DELEGATES

1 P.M.

—Registration
—TMA General Scientific Program:

Panel-“HOAV AVILL THE REGIONAL MEDICAL PROGRAM
AFFECT THE PRIAWTE PRACI ICE OF MEDICINE”
“THE PHYSICIAN’S ROLE IN PATIENT CARE”-Eugene A. Stead,

Jr., M.D., Duke University Hospital, Durham, North Carolina

“THE NURSING SHORTAGE: MYTH OR REALITY”-Luther
Christman, Ph.D., Dean, A^anderbilt Uni\ersitv School of Nursing
“TAX REDUCTION THROUGH SAATNGS’’-Former Congressman
Eugene J. Keogh, Netv York City. Author of original Keogh Bill

(H.R. id)

—Tennessee Academy of General Practice (Luncheon k: Scientific)

—Tennessee Pediatric Society (Luncheon k: Scientific)

—Tennessee State Society of Anesthesiologists (Luncheon k: Scientific)

—Tennessee Radiological Society (Luncheon & Scientific)

—Tennessee Society of Pathologists (Luncheon & Scientific)

—AVoman’s Auxiliary to Tennessee Medical Association
* PRESIDENT’S SOCIAL HOUR k; BANQUET (Dance to follow)

COME TO CHATTANOOGA
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This penicillin produces high, fast levels-orally.
Pen»Vee® K is usually so rapidly and com-
pletely absorbed that therapeutic penicillin

levels are attained \A/ithin 15 to 30 minutes.

Thus it can often obviate the need for peni-

cillin injections. The higher serum levels

produced generally last longer than with those

of oral penicillin G.

Indications: Infections susceptible to oral penicillin G: prophylaxis
and treatment of streptococcal infections; treatment of pneumococcal,
gonococcal, and susceptible staphylococcal infections; prophylaxis of

rheumatic fever in patients with a previous history of the disease.

Contraindications: Infections caused by nonsusceptible organisms;
history of penicillin sensitivity.

Warnings: Acute anaphylaxis (may prove fatal unless promptly con-
trolled) is rare but more frequent in patients with previous penicillin

sensitivity, bronchial asthma or other allergies. Resuscitative (epineph-
rine, aminophylline, pressor amines) and supportive (antihista-

mines, methylprednisolone sodium succinate) drugs should be
readily available. Other rare hypersensitivity reactions include

nephropathy, hemolytic anemia, leucopenia and thrombocytopenia.

In suspected hypersensitivity, evaluation of renal and hematopoietic
systems is recommended.
Precautions: In suspected staphylococcal infections, perform proper

laboratory studies including sensitivity tests. If overgrowth of

nonsusceptible organisms occurs (constant observation is essential),

discontinue penicillin and take appropriate measures. Whenever
allergic reactions occur, withdraw penicillin unless condition being

treated is considered life threatening and amenable only to penicillin.

Penicillin may delay or prevent appearance of primary syphilitic

lesions. Gonorrhea patients suspected of concurrent syphilis should

be tested serologically for at least 3 months. When lesions of primary
syphilis are suspected, dark-field examination should precede use of

penicillin. Treat beta-hemolytic streptococcal infections with full

therapeutic dosage for at least 10 days to prevent rheumatic fever

or glomerulonephritis. In staphylococcal infections, perform surgery

as indicated.

Adverse Reactions: (Penicillin has significant index of sensitiza-

tion): Skin rashes, ranging from maculopapular eruptions to exfolia-

tive dermatitis; urticaria; serum sickness-like reactions, including

chills, fever, edema, arthralgia and prostration. Severe and often fatal

anaphylaxis has been reported (see “Warnings”).

Composition: Tablets— 125 mg. (200,000 units), 250 mg. (400,000

units), 500 mg. (800,000 units); Liquid—125 mg. (200,000 units) and
250 mg. (400,000 units) per 5 cc.

Wyeth Laboratories Philadelphia, Pa.

°""^Pen-Vee*K
(potassium phenoxymethyl peniciliin)
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^A's 1968 Annual
eeting Plans
omplete for
hattanooga

—

pril 18-19-20

ousing for Annual
eeting

9use of Delegates

• The 133rd Annual Meeting of the Association will be con-
ducted April 18-20, 1968, at Chattanooga, with headquarters
at the Read House Hotel. Other sessions v;ill be conducted
at the Patten Hotel and the Holiday Inn-downtown. The meet-
ing days are Thursday, Friday and Saturday. Highlights will
include interesting programs presented by TMA on Friday and
Saturday mornings from 9:00 A.M. until noon. These presen-
tations are timely and among the most interesting topics of
the day in which medicine has an interest. Sixteen spe-
cialty societies will conduct their sessions ; scientific and
technical exhibits ; the annual sessions of the House of
Delegates ; special awards to the outstanding physician of
the year. Distinguished Service Awards, etc. TMA will pre-
sent two outstanding panels on April 19 and 20. One will be
on "Therapeutic Abortion" and on Saturday morning a panel on
"How Will The Regional Medical Program Affect The Private
Practice of Medicine". Other subjects will be presented on
"Aerospace Medicine" ; "Newer Concepts of Battle Casualties
in Viet Nam" ; "The Physician’s Role in Patient Care"; "The
Nursing Shortage: Myth or Reality", and a subject entitled
"Tax Reductions Through Savings".

• The Chattanooga Convention and Visitors Bureau will co-
ordinate housing for those that desire. Every TMA member
has been mailed a brochure and a reservation form for his
hotel accommodations. Please make your reservations early.

• The first session of the House of Delegates is scheduled
for 1:00 P.M. on Thursday afternoon, April 18. The House
will meet for its second session on Saturday afternoon,
April 20 at 1:00 P.M. Reference Committees will meet on
Friday, April 19.

jference Committees • The Reference Committees will consider resolutions,
amendments, reports and the business referred to them.
Members of the House of Delegates or other TMA members may
appear before any Reference Committee for whatever testimony
desired. The Reference Committees will prepare reports and
present them to the House on Saturday afternoon, April 20.

>ecialty Societies # Specialty Societies and related organizations will hold
sessions on all three days of the Annual Meeting. Sixteen
groups will participate.

cial Events • The principal social event will be the President's Ban-
quet on Saturday evening, April 20, in the Read House. A
social hour will precede the banquet, beginning at 6:00 P.M.
The banquet will begin at 7:00 P.M. , followed by a dance
and will include the popular music of Morris Bales and his
orchestra.

ipact Banquet ® IMPACT (Independent Medicine's Political Action Commit-
tee—Tennessee) will sponsor a banquet on Thursday evening,
April 18 in the Patten Hotel. The speaker will be an out-
standing physician, the widely known Dr. Walter H. Judd,
former Congressman from Minnesota.



Possible Liberalization
of Abortion Law

Special Session
Called—House of
Delegates

TMA Nominating
Committee Appointed
for 1968

Activities of
U.S. Department
of Labor

Part B f^edicare
Payments in

Tennessee

• A special comraittee of the Tennessee Medical Association,
appointed in April, 1967, by the TMA House of Delegates,
reported to the Board of Trustees on January 14, 1968, rec-
ommending changes that would liberalize the Abortion
Statutes.

The TMA Board of Trustees has endorsed the House Com-
mittee's recommendation but determined that the final deci-
sion be left to the House, and recommended to the President
that a called meeting of the House of Delegates be con-
ducted.

• The notice of a called meeting of the House has been sen1
to all certified delegates. The session was held in Nash-
ville on February 11 at the Hermitage Hotel. The Study Com-
mittee presented its findings and recommendations in the
form of a sample bill setting forth the amendments to the '

Abortion Law. (Results will be reported in March Journal . )
<

0 The Board of Trustees at its first quarter meeting, held
in Nashville on January 13 and 14, acted in keeping with the
TMA By-Laws requiring the Board to select a Nominating Com-
mittee from among the officially certified delegates and
ex-officio delegates to the House. They are as follows:
EAST TENNESSEE; John H. Burkhart, M.D., Knoxville; Frank B.

Graham, M.D., Chattanooga; E. Kent Carter, M.D., Kingsport.
MIDDLE TENNESSEE; B. T. Hall, M.D., Clarksville; J. L.
Willoughby, M.D., Franklin; Charles C. Trabue, IV, M.D.,
Nashville.
WEST TENNESSEE; Harold B. Boyd, M.D., Memphis; Lee Rush,
Jr., M.D., Somerville; Byron 0. Garner, M.D., Union City.

• In the State of Indiana, the Department of Labor has
started a campaign of calling on Indiana physicians demand-
ing to see their records in attempting to define doctors as
being under the Interstate Commerce Act and therefore sub-
ject to the Wage and Hour Law. The cause of this appears to

be a ruling by the regional director of the U.S. Department
of Labor in Chicago who has determined that doctors are en-
gaged in interstate commerce.

Labor Department representatives are contending, we are
told, that if an Indiana doctor’ fills out an insurance form
for his patient and the insurance form is for a company
domiciled outside of the state of Indiana, it is interstate
com.merce. We also understand that the doctors who have beer
investigated have been informed that in drug shipments com-
ing from a drug company outside Indiana, if the office em-
ployees unpack the drugs they are therefore engaged in in-
terstate commerce. But if the office employees do not unpac]
the drugs and the doctor does, then the office staff is not
thereby engaged in interstate commerce but the physician is.

It is understood that the Labor Department's represen-
tatives are demanding to see the physicians' books and
records.

© The Health Insurance Institute announces that the Part B
Medicare payments made by the fiscal intermediary in Ten-
nessee for the first nine months of 1967 amounted to
$11,992,824.00.



Hadley Williams, Public Service Director

3aith Legislation O Legislation pertaining to the health of the nation con-
jpular in Congress tinues to occupy a large portion of the time of members of

the U.S. Congress. At the close of the first session of the
90th Congress, which adjourned December 13, 1967, ten major
legislative proposals which affect medical care in some way
had been forwarded to the President for signature. These
include such areas as mental health, the doctor draft, voca-
tional rehabilitation, Appalachian regional development,
product safety, air quality control. Medicare, health
planning, flammable fabrics and extension of OEO programs.

Legislators continued an all time high interest in health
legislation. A record number of more than 1,100 medically
related bills were introduced in the first session of this
Congress which compares with a little over 850 introduced in
the first session of the prior Congress. Around 75 bills
were introduced that, if adopted, would have altered the
Medicare program in some way.

Bills introduced during 1967 in the House that are still
pending for consideration during 1968 include:

H.R. 5315 — Tax Status of Professional Associations (al-
lows corporate tax treatment for MDs forming professional
associations

.

)

H.R. 6165 - National Medical Devices Standards Commission
Act (Establishes a national commission to study medical de-
vices and recommend methods of federal regulation.)

H.R. 8765 — Tax Treatment of Income from Publications of
Tax-Exempt Organization (excludes income derived from publi-
cations of tax exempt organizations.)

H.R. 10726 — Medical Device Safety Act of 1967. (FDA
pre-clearance of cert in therapeutic materials and medical
devices.

)

H.R. 10790 — Radiation Control Act of 1967. (Provides
for development of program of control and regulations of
radiation hazards.)

H.R. 13096 - Extension of Diploma Nurse Training Program.
(Provides increased assistance to nurse diploma schools.)

H.R, 13168 - Humane Laboratory Animal Treatment Act of
1967 — (Expands present federal regulation of animals in re-
search. )

In addition to the above, the following health bills are
pending in the Senate

:

S. 260 - Medical Restraint of Trade Act (Prohibits physi-
cians from dispensing eyeglasses ; owning pharmacies, drug
repackaging firms.)

S. 513 — Adult Health Protection Act of 1967 (Would
establish health protection centers and provides for physi-
cal exams for persons over 50 years of age.)

S. 628 - Blood Banks Exempted from Antitrust Laws
(Exempts non-profit blood banks from antitrust laws.)

S. 2251 — Hill-Burton Extension and Hospital Moderniza-
tion (Continues Hill-Burton program with loan program for
hospital modernization.

)



AMPAC Appoints New • The American Medical Political Action Committee (AMPAC)
Field Representative has named J. Tom Sawyer as field representative for the

Southeastern states area.
Mr. Sawyer, a member of the TMA staff since the Fall of

1965, assumed his new duties February 1st. While employed
by TMA Sawyer served as field secretary and worked with
various standing and special committees of the Association
including IMPACT, the state political action committee.

Mr. Sawyer will maintain a regional office in Atlanta
and will serve the states of Florida, Georgia, Alabama,
North Carolina, South Carolina, Mississippi and Tennessee.

Sawyer replaces Edwin F. Smith who was named Executive
Secretary for the Medical Association of Georgia January
1st.

IMPACT Begins • Independent Medicine’s Political Action Committee — Ten-
Membership Drive nessee (IMPACT), has initiated its 1968 membership drive.

Dr. Richard C. Sexton of Knoxville, chairman of the IMPACT
Board announced.

The Tennessee group finished 1967 with the most members
ever, 836, which ranked the state seventh among the 50 state
pac's for total contributions. Every effort will be made ir

1968, an election year, to better the 1967 total and to
actively participate in electing congressmen who share the
political philosophy of a majority of Tennessee physicians.

To aid county society secretaries, IMPACT is furnishing
a dues billing form which can be used by any county society
by filling in the blanks regarding the amount of local dues.
TMA ($55.00), AMA ($70.00) and IMPACT ($25.00) dues are pre-
printed on the statement.

The highest percentage of TMA members who joined IMPACT
in 1967 (.469) reside in the 3rd Congressional District.
The largest number of IMPACT members (359) reside in the
9th Congressional District. Overall, just over 25% of all
TMA members were also members of IMPACT. The following is
a breakdown of both memberships for 1967:

Congressional TMA IMPACT
District Members Members Pet.

1 302 16 .053
2 472 46 .097
3 401 188 .469
4 216 9 .042
5 584 162 .277
6 162 8 .049
7 135 36 .267
8 123 12 .097
9 827 359 .434

Totals 3229 836 ,259

As in previous years, IMPACT will bring an interesting
and important figure to the TMA annual meeting in April to
address the membership. However, instead of the usual IM-
PACT breakfast meeting, a banquet will be held during the
1968 annual meeting. Dr. Walter Judd of Washington, D.C.,
former Republican member of Congress from Minnesota, will be

the featured speaker at a dinner Thursday evening, April
18th at the Patten Hotel. Dr. Judd served 10 terms in the
House of Representatives and is a nationally recognized
authority on U.S. foreign policy.

Everyone attending the TMA annual meeting in Chattanooga
is not only invited but urged to hear Dr. Judd’s address.

Medicare Billing • New changes in the Medicare law allows an additional
option regarding the billing of charges payable under Part
"B". Refer to the recently mailed ”TMA Transmitter” for
complete details as to these new changes in the law.
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Health Care to the Poor

Recently I attended an AMA Conference on Health Care of the
Poor. Many learned scholars, politicians, and leaders in medicine
and government attended and participated in this conference.
Among the many problems discussed was that of determining who
are the “poor.” The consensus seemed to be that this is a relative

term, and that for purposes of classification some arbitrary income
limit must be set and everyone whose income is under this limit

is officially “poor.”

The problem of providing high quality medical care to the poor,

whether in the ghettos of the cities, or the rural farm areas, oc-

cupied a major portion of the discussion time. The solutions pre-

sented by Government and medical school leaders centered around
the establishment of neighborhood health centers operated with funds provided by OEO,
such as the ones in San Francisco, Denver, Boston, and Mound Bayou, Mississippi. Al-

though as members of organized medicine we may not approve of these solutions, we must
concede that they are attempts to solve the problem, and unless we can propose better so-

lutions, the neighborhood health centers seem destined to grow and expand. Participants

in the congress who said they represented the poor stated that the indigent were not really

dissatisfied with the quality of service they obtained when they finally got through to it.

Their chief criticism was that the methods of delivering this health care were grossly in-

adequate. Part of the difficulty is certainly due to the shortage of physicians, especially

in the ghettos and rural areas. Unless we can persuade physicians to set up practice in

these areas and to depend on being paid by the states under Title XIX or by the Federal

Government under Medicare, we are destined to let these areas fall by default to the Gov-
ernment and medical schools, outside the area of the private practice of medicine.

There was a great deal of emphasis in the discussions on more effective communica-
tion with the poor in setting up better systems of delivering health care. However no
reasonable solution was presented to the problem of how organized medicine was to com-
municate with the poor. Of course those of us in private practice see the poor every day
in our offices and communicate to them what we feel they should do to obtain and pre-

serve their health. However we have not discovered any satisfactory way of insuring

that our instructions are carried out. The experience the Public Health Department has

with their immunization programs for the paor should make it apparent that simply hav-

ing medical care available, even in a convenient location, will not insure that the poor
will avail themselves of this service. Ignorance and apathy must be conquered as well

as poverty.

Although we may not be able to state all aspects of the problem concerning health care

for the poor, we can say in all honesty that health services to the indigent are not as satis-

factory as they should be. Men of courage and vision must accept this challenge and de-

velop better distribution of high quality medical services to all our citizens. The job be-

longs to us.

Sincerely,

Dr. Kressenberg

President
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EDITORIAL

HUMAN MALFORMATIONS

The possibility that certain drugs such as

thalidomide and LSD as well as infections

such as rubella may induce human malfor-

mations has been a cause of real concern to

both laymen and physicians. Little consid-

eration, however, has been given to the

possibility that pregnant women may be ex-

posed to other potential teratogens and bear

children with malformations.

Although suspicion of teratogenesis has

been aroused by observing an association

between exposure to a general agent and a

malformation in humans or by experimental

production of congenital defects in animals

by selected agents, the causal relationship

between the suspected teratogen and

human malformation has not, with few ex-

ceptions, been successfully proven.

Nora and associates^ have recently re-

ported a prospective study revealing the

high frequency of exposure to potential ter-

atogens in the first trimester of pregnancy.

There is suggestive evidence of teratogenic

effect both in humans and in experimental

animals of certain agents including radi-

ation, appetite suppressants, antiemetics,

tranquilizers, analgesics, antibiotics, anti-

histamines, insecticides and acute illnesses.

It is interesting that these agents, with the

exception of acute illnesses, are largely

avoidable and many must be prescribed by
the physician.

In the series of Nora most of the mothers

who received a medication received sev-

eral drugs (mean maternal exposure, 3.1

drugs in the 1st trimester). The mean num-
ber of potentially teratogenic exposures,

per mother in the 1st trimester, including

infections and radiation, was 3.7.

Two findings by Nora and associates de-

serve emphasis. First, despite the thalido-

mide scare, pregnant women are being ex-

posed to a surprisingly high number of po-

tential teratogens, many of which are avoid-

able. Second, exposures to potential terato-

gens are not usually single, but multiple. If

a mother receives one medication, she is

likely to get three medications, or one medi-

cation made up of three ingredients. To
isolate the effects of single agents or to dis-

tinguish possible synergistic effects of mul-

tiple agents becomes an immense task.

Whether or not teratogens play a signifi-

cant role in human malformations or

whether or not convincing studies can be

performed to define the nature and extent

of this role is open to question. It is quite

likely that a more useful area of study

would be into the genetic-environmental in-

teraction. However, until such time as suf-

ficient information is available to make a

valid judgement on these questions, it is ap-

propriate to use what information we have

in a way that is likely to reduce congenital

malformations.

Today, a large number of pregnant

women are needlessly exposed to drugs

which are potential teratogens. Physicians

must take the lead in decreasing the num-

ber of these drugs and agents to which

pregnant women are exposed.

A.B.S.

^Nora, J. J., Nora, A. H., Sommerville, R. J.,

Hill, R. M., and McNamara, D. G.: Maternal Ex-

posure to Potential Teratogens. J.A.M.A. 202;

1065, 1967.
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IN MEMORIAM

Miller, Alfred Frederick, Knoxville. Died Jan-

uary 4, 1968, Age 74. Graduate of University of

Illinois College of Medicine, 1930. Member of

Knoxville Academy of Medicine.

Douglass, Roy A., Sr., Huntingdon. Died De-
cember 3, 1967, Age 76. Graduate of Vanderbilt

University School of Medicine, 1916. Member of

Consolidated Medical Assembly of West Tennes-

see.

Howard, P. T., LaFollette. Died December 24,

1967, Age 80. Graduate of Lincoln Memorial Uni-

versity Medical Department, Knoxville, 1910.

Member of Campbell County Medical Society.

Barnwell, Howard B„ Chattanooga. Died De-
cember 25, 1967, Age 53. Graduate of New York
University School of Medicine, 1942. Member of

Chattanooga-Hamilton County Medical Society.

Sharp, John C., Etowah. Died December 9,

1967, Age 60. Graduate of University of Tennes-

see College of Medicine, Memphis, 1935. Member
of McMinn County Medical Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Memphls-Shelby County Medical Society

Dr. R. H. Hutcheson, Commissioner.

Tennessee Department of Public Health,

has been awarded the “Outstanding Citizen

Award” by the Memphis-Shelby County

Medical Society. The award, in recognition

of the outstanding job that Dr. Hutcheson

has done in the many years of service to the

State of Tennessee and to the medical com-

munity, was presented at the 91st annual

meeting of the organization held at the Hol-

iday Inn-Rivermont December 5th. Also

honored was Dr. Frank S. Groner, adminis-

trator of Baptist Memorial Hospital in

Memphis since 1946, cited for distinguished

service in his field.

Newly elected officers for the Society in

1968 are: Dr. B. G. Mitchell, president; Dr.

J. Malcolm Aste, president-elect; Dr. Ray-

mond Mayer, vice-president; Dr. Eugene
Gadberry, secretary; and Dr. J. Warren
Kyle, treasurer.

The regular meeting of the Society was
held January 2nd in the auditorium of the

Institute of Pathology, University of

Tennessee. The program, sponsored by the

Committee on Medicine and Religion, Dr.

John P. Nash, Chairman, presented the

goals and progress of the recently organized

“Institute of Medicine and Religion.” The
presentation was made by the Director,

Reverend Bob Lantz. Clergymen from all

faiths throughout the city attended the

meeting and physician members were urged

to bring the Minister of his church. The
program is already training ministers in the

special needs of the ill and is an important

addition to the Medical Center.

Knoxville Academy of Medicine

Dr. Bennet Horton, Research Assistant

Professor, University of Tennessee Memo-
rial Research Center, was the program
speaker for the meeting of the Academy on

January 9th. Dr. Horton’s subject was
“Status and Current Activities at the Uni-

versity of Tennessee Memorial Research

Center.”

A special clinic, entitled “Revascular-

ization of the Ischemic Kidney” was pre-

sented by Dr. Hu Blake, Chief of Surgery,

UT Memorial Research Center and Hospi-

tal. The Program Committee, has encour-

aged members to volunteer five minute clin-

ics for the Academy meetings.

Mr. Louis Farringer, Farringer & Com-
pany, Nashville, attended the meeting and

was available following the meeting to dis-

cuss with any interested member the Ex-

cess Liability Insurance Program available

through his company to members of the

Tennessee Medical Association.

Member of TMA Staff Accepts
AMPAC Post

Mr. Tom Sawyer, TMA staff assistant for

three years, has resigned as of February 1st

to become AMPAC field representative for

seven southeastern states, including

Tennessee. He will move to Atlanta where
his headquarters office will be located.

Mr, Sawyer has worked with TMA’s
Public Service Committee and other key

committees of the Association, as well as

serving as the field representative with the

forty-nine county medical societies in the

state. His responsibilities also included as-

sisting with the IMPACT (Independent

Medicine’s Political Action Committee-
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Tennessee) program, both in administrative

and field activities.

Appreciation is extended to Mr. Sawyer
for his services to the Tennessee Medical

Association.

NATIONAL NEWS

The Month in Washington

(From Washington Office, AMA)
President Johnson signed into law the so-

cial security legislation which included

changes in Medicare and Medicaid advocated

by the medical profession. It provides for a

record high minimum 13 percent increase in

cash benefits for 24 million Americans,

starting in March. Beginning April 1, one

dollar a month of the increase will be with-

held from the checks of those participating

in voluntary Plan B of medicare which cov-

ers part of physicians fees and other medi-

cal services other than hospitalization.

The total premium for Plan B insurance

is now $6 a month, half of which is paid by
the federal government. Beginning April 1,

the premium will be increased to $8, with

the government paying $4 and the partici-

pant $4.

According to HEW, about 20 cents of the

$1 increase was needed to cover costs which

were originally underestimated. Another 25

cents would cover expected increase of use

under the program. An anticipated 5 per-

cent increase in physician fees would ac-

count for another 25 cents, HEW said.

The social security taxable base also was
increased, effective January 1, from $6,600

to $7,800. The tax rate for this year will re-

main the same as under the old law, 4.4 per-

cent on both the employee and employer

and 6.4 percent on self-employed. Tax rate

increases are set for subsequent years

through 1987. Changes in medicare and

medicaid include:

Medicare

—Payment of physician fees is authorized

either to the patient on the basis of an item-

ized bill, either unpaid or receipted as paid,

or to the physician under the assignment

method.

—Payment is authorized for full reasonable

charges for radiological or services fur-

nished by physicians to hospital inpatients.

—Hospital outpatient diagnostic services

are transferred from the hospital insurance

program (Plan A) to the supplementary

medical insurance program (Plan B) . The
change was designed to simplify the proce-

dure for paying benefits for hospital outpa-

tients.

—The requirement of physician certifica-

tion of the medical necessity for admission

to general hospitals and for hospital outpa-

tient services was eliminated.

—Medicare beneficiaries are given a life-

time reserve of 60 additional days of hospi-

tal care after the 90 days covered in a spell

of illness. The beneficiary must pay the

first $20 per day for the additional hopsitali-

zation.

—The Secretary of HEW was directed to

study and report to Congress by January 1,

1969, the effects of covering drugs under
medicare and of establishing quality and
cost standards for drugs provided under so-

cial security health programs.

—Services of podiatrists are authorized

under medicare to the extent that a state’s

law permits, but routine foot care is not

covered.

—Outpatient services furnished by phyji-

cial therapists are authorized within certain

limitations.

—The Secretary of HEW was directed to

study and make recommendations of adding

services of chiropractic and optometrists to

Plan B.

—Payment is authorized under Plan B for

diagnostic x-rays taken in a patient’s home
or a nursing home.

Medicaid

—States are limited in setting eligibility in-

come levels for federal matching purposes.

—States are given until January 1, 1970, to

buy-in medicare Plan B insurance for aged

medicaid beneficiaries.

—States are authorized to make direct pay-

ments to medicaid beneficiaries for physi-

cians’ and dentists’ services if the benefi-

ciary is not receiving cash assistance.

—States are permitted to select either the

five basic health services, or seven out of

the 14 authorized, for the medically indi-
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gent. The basic five must be provided for

those receiving welfare cash benefits. The
basic five are: inpatient hospital services,

outpatient hospital services, other labora-

tory and x-ray services, skilled nursing

home services and physicians’ services.

—States must license administrators of

nursing homes and set minimum nursing

home standards if these institutions are to

be eligible to participate in the medicaid

program.

—States must establish methods and proce-

dures to safeguard against unnecessary util-

ization of health care services and to assure

that payments for such services and drugs

do not exceed reasonable charges.

Under the program for Aid for Families

with Dependent Children (AFDC), states

now must offer birth control services to ap-

propriate beneficiaries with acceptance on a

voluntary basis. Authorizations for federal

financial aid for maternal and child health

programs are increased. Services of optom-

etrists are added to child health programs.

Dr. James L. Goddard, commissioner of

the Food and Drug Administration, esti-

mated that about 300 drugs, marketed under

1,600 brand names, will be forced off the

market because of ineffectiveness for treat-

ment of medical conditions.

An evaluation of some 3,000 drugs placed

on the market from 1938 to 1962 was
started in June, 1966. It is being conducted

by 29 panels of 200 medical and pharmaceu-

tical specialists under the direction of the

National Academy of Sciences-National Re-

search Council. With the first panel report-

ing in January, the last report is due in

mid-1969.

The FDA assigned the evaluation to the

Academy following passage of the Kefauver

Drug Law in 1962. The law’s main thrust

was to give FDA power to pass on the

efficacy as well as the safety of drugs mar-

keted after 1962, but a provision authorized

the government to review drugs already on

the market.

The federal government has licensed a

live, attenuated mumps virus vaccine espe-

cially recommended for adolescent and

male adults who can become sterile from

the relatively innocuous childhood disease.

The vaccine, developed over a five-year

period by the Merck, Sharp and Dohme Re-

search Laboratories, was not recommended
for routine use in infants and young chil-

dren pending development of more infor-

mation in the duration of the immunity it

provides.

Dr. William H. Stewart, U. S. Surgeon
General, said excellent protection against

naturally occurring mumps has been ob-

served for the first year after the single-in-

fection live vaccine.

“But limited data on natural exposure

during the second year indicate continuing

protection although additional observation

will be required to determine the duration

of immunity protection.”

MEDICAL NEWS
IN TENNESSEE

Hospitals Elect New Chiefs of Staff

Dr. Walter Benedict, Knoxville, has been

elected chief of staff at Baptist Hospital,

succeeding Dr. Elton Shouse. Other officers

elected are Dr. James P. Worden, vice-chief

of staff, succeeding Dr. Benedict; and Dr.

Joe Beals, secretary of staff. Dr. Robert B.

Whittle was named chief of general prac-

tice; Dr. Beals, chief of surgery; Dr. James
Acker, chief of medical department; and Dr.

Oliver Delozier, chief of obstetrics and gy-

necology.

Dr. Richard L. Hobert, Knoxville, has

been named chief-elect and vice chief of

staff of St. Mary’s Hospital. He will be-

come chief of staff in December, 1968. Dr.

Travis E. Morgan has assumed the office of

chief of staff for 1967, succeeding Dr.

Charles Sienknecht. Dr. F. H. Payne is sec-

retary of staff; Dr. Fred F. Brown, chief of

surgery; and Dr. Richard L. Whittaker,

chief of medicine.

Dr. R. H. Duncan, Jr. has been re-elected

chief of staff of Fort Sanders Presbyterian

Hospital, Knoxville. Other officers include

Dr. Kenneth Christenberry, vice-chief of

staff; Dr. William E. McGhee, secretary; Dr.

L. W. Trent, chief of surgery; and Dr, Mar-
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tin Davis, chief of obstetrics and gynecol-

ogy.

Dr. Paul Thomas Drenning, Memphis, has

been named president-elect of St. Joseph

Hospital medical staff. Dr. John B. Dorian

succeeded Dr. J. D. Pigott as president on

January 1st. Dr. Paul H. Williams was re-

elected secretary and Dr. Harold Feinstein

will continue as chief of the medical staff.

Dr. C. H. Farrar, Manchester, is the

newly elected chief of the medical staff at

Coffee County General Hospital. He suc-

ceeds Dr. Dan Calhoun of Manchester. Dr.

John Shields was named vice chief, and Dr.

Calhoun is Secretary.

Dr. Claude Snoddy is the new chief of the

medical staff of Harton Memorial Hospital

in Tullahoma. Dr. Charles H. Webb is vice

chief of staff, and Dr. Charles B. Harvey,

Secretary.

Dr. William M. Law, Knoxville, is chief

of staff of University Hospital, replacing Dr.

Frank London. Dr. James Acker is secre-

tary of the staff.

Vanderbilt University

School of Medicine

Dr. Paul H. Ward of Vanderbilt Univer-

sity School of Medicine has received a

$57,900 grant from the National Institutes of

Health to further progress a new technique

for correction of hyper-nasal speech. Dr.

Ward, associate professor of surgery and di-

rector of the division of otolaryngology, es-

timated that there are approximately

500,000 persons afflicted with hyper-nasal

speech in the United States. The technique

developed by Dr. Ward is a procedure

which entails injecting a teflon-glycerin

combination into the back portion of the

throat, where there is too large a cavity be-

tween the tongue and the throat wall or

where the palate fails to close the opening

to the nose. About 50% of the material is

reabsorbed by the body forming an artificial

ridge required to close the unusually large

opening and in many instances ends nasal

sounding speech.

Meharry Medical College

Dr. Lloyd C. Elam, psychiatrist, was
named president of Meharry Medical Col-

lege, December 1st. Dr. Elam succeeds Dr.

Harold West who resigned in October, 1966,

because of ill health. He joined Meharry in

1961 as professor and chairman of the de-

partment of psychiatry and has been in-

terim dean of the college since Dr. West re-

signed.

Dr. Ralph J. Cazort, professor and chair-

man of the Department of Pharmacology

was named dean of the college’s School of

Medicine.

Drs. Elam and Cazort will officially as-

sume office in the Spring. Until that time,

administrative affairs of the college will

continue to be directed by an administra-

tive committee of Dr. Robert S. Anderson,

Chairman, Department of Internal Medi-

cine; Dr. William H. Allen, dean. School of

Dentistry; and John M. Sharp, comptroller.

Dr. Matthew Walker, chairman of the de-

partment of surgery, has been appointed a

member of the Medicine and Osteopathy

Special Improvement Grants Review Com-
mittee in the U. S. Bureau of Health Man-
power for a term extending through Feb-

ruary, 1970.

PERSONAL NEWS

Dr. Robert M. Ruch, Memphis, was named
chairman-elect of the Section on Gynecology at

the 61st annual meeting of the Southern Medical

Association, November 13-16, at Miami Beach,

Florida. Dr. John L. Sawyers, Nashville, was
named chairman of the Section on Surgery. Drs.

Ruch and Sawyers will assist in arranging the

program for the respective sections for the 62nd

meeting, November 18-21, New Orleans.

Dr. Harry M. Lawrence, Jr., who recently com-
pleted six years of residency training at Mayo
Clinic in Rochester, has opened his office for the

practice of ophthalmology at 509 Doctors Building,

Chattanooga. Before receiving his doctor of med-
icine degree from the University of Tennessee in

Memphis, Dr. Lawrence attended Baylor School

and Washington and Lee University, Lexington,

Virginia. After completing training at the Naval
School of Aviation of Medicine in Pensacola, Fla.,

he was designated a flight surgeon and served on

active duty for three years in Washington, D. C.
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He now holds the rank of Commander in the

Naval Air Reserve.

Dr. David A. Corey has been elected president

of the Knoxville Society of Anesthesiologists, suc-

ceeding Dr. Robert Haralson. Other officers are

Dr. Richard F. Brailey, vice-president; Dr. Robert

W. Harris, secretary-treasurer, and Dr. George H.

Finer, program chairman.

Dr. R. H. Hutcheson, Commissioner, Tennessee

Department of Public Health, has been awarded
the “Outstanding Citizen Award” by the Memphis
and Shelby County Medical Society. The award,

in recognition of the outstanding job that Dr.

Hutcheson has done in the many years of service

to the State of Tennessee and to the medical com-
munity, was presented at the 91st annual meeting

of the organization on December 5th.

Dr. Paul Mobley was the featured speaker at

the December meeting of the Methodist Men’s
Club at First Methodist Church in Paris. The
topic of his talk was “Smoking, Emphysema and
Lung Cancer.”

Dr. John R. Wills has been elected president of

the Memphis Academy of General Practice.

Other physicians elected were: Dr. John R. Hal-

ford, president-elect; Dr. Henry T. Slawson, Jr.,

vice-president, and Dr. Lyman A. Kasselberg,

re-elected secretary-treasurer.

Dr. Thomas F. Frist, Nashville, has been named
vice-chairman of the Metropolitan Board of Hos-
pitals. Other physician members of the board in-

clude Drs. Henry B. Brackin and William J. Card.

Drs. William Weathers, Jr. and Gerald Jones,

Chattanooga, have been certified as diplomates of

the American Board of Obstetrics and Gynecol-
ogy.

Dr. H. J. Michals, Kingsport, was recently hon-
ored at Southern Missionary College in Chatta-

nooga, in special convocation ceremonies in tribute

to the Committee of 100 for his contributions to

the building of SMC’s new Physical Education

Center.

Dr. Arnold M. Meirowsky, Nashville, upon invi-

tation, served as Visiting Professor for a seminar
concerned with war wounds of the brain and spi-

nal cord in the Department of Neurosurgery of

the National Naval Medical Center, Bethesda,

Maryland, January 26-27th.

BOOK REVIEW

CORREGroOR: THE SAGA OF A FORTRESS.
By James H. and William M. Belote, Harper
and Row, 1967. New York. Price $6.95.

Those who are interested in medical military

history will find this book of interest in many of

its sections. The story of this delaying action is

one of extreme courage in the face of ultimate

disaster. Included in the story are the details of

the Bataan Campaign as well as that of the resis-

tance on Corregidor to the time of surrender.

What should make the book of special interest to

readers in Tennessee is that one of the Nashville

physicians was chief surgeon of the Harbor De-
fense of Manila and Subic Bays with his command
post in the Island’s underground hospital. Wibb
E. Cooper, M. D. was this medical officer who
went through the battering by Japanese shells and

bombs on Corregidor. He too was the one who
arranged for the escape of the nurses who were
caught on the Bataan Peninsula to Corregidor.

This book is a thrilling documentary of Ameri-
can courage.

ANNOUNCEMENTS

Calendar of Meetings, 1968

State

April 18-20 Tennessee Medical Association,

Read House, Chattanooga

May 16 Middle Tennessee Medical As-
sociation

Feb. 28—Mar. 3

March 1-3

March 11-13

March 18-20

March 24-30

March 25-28

March 25-29

March 29-31

Mar. 31-April 7

April 1-5

April 4-9

April 7-11

April 10

National

American College of Cardiol-

ogy, San Francisco Hilton Ho-
tel, San Francisco

American Association of Path-

ologists and Bacteriologists,

Drake Hotel, Chicago

American College of Surgeons

(Sectional Meeting for Doctors

and Nurses), Williamsburg Inn,

Williamsburg, Va.

American Academy of Pedia-

trics, Regency Hyatt, Atlanta

American Society of Clinical

Pathologists (Interim) Roose-

velt Hotel, New Orleans

Southeastern Surgical Con-
gress, Sheraton-Park Hotel,

Washington, D. C.

American College of Allergists,

Denver Hilton, Denver
American Society of Internal

Medicine, Hotel Statler, Boston

North American Clinical Der-

matologic Society, Royal Or-
leans, New Orleans

American College of Physi-

cians, Sheraton-Boston Hotel,

Boston
American Dermatological As-
sociation, Dorado Beach Hotel,

San Juan, PR
American Association of Neu-
rological Surgeons (founded as

Harvey Cushing Society), Con-
rad Hilton, Chicago
American Society of Clinical

Oncology, Inc., Haddon Hall,

Atlantic City



The high-output shortwave
therapy machine that aimost
thinks for itseif.. automatic tuner (Servomat)

maintains selected dosage by compensating for patient movement...

automatic overload protection. ..automatic timer and switch-off...

simple push-button control. ..no interference with radio or TV...

Siemens Uitrathorm* 608
For additional information, please contact: Kenneth von Nieda,

Regional Technical Representative, Geigy Pharmaceuticals,

6137 Bresslyn Road, Nashville, Tennessee 37205, Phone: (615) 352-4316



February, 1968 ANNOUNCEMENTS 205

April 11-13

April 14-17

April 17-19

April 18-20

April 21-22

April 21-26

April 22-24

April 22-25

April 22-25

April 22-25

April 22-27

April 25-26

April 25-28

April 27-May 1

April 28-May 1

May 1-2

May 6-9

May 7-8

May 11

May 13-16

May 13-17

May 15

American Association for Can-

cer Research, Haddon Hall, At-

lantic City, N. J.

Atlanta Graduate Medical As-

sembly, Marriott Motor Hotel,

Atlanta

American Surgical Association,

Sheraton-Boston Hotel, Boston

American Otological Society,

Hollywood Beach Hotel, Holly-

wood Florida

American Broncho-Esophago-
logical Association, Hollywood
Beach Hotel, Hollywood, Flor-

ida

American Laryngological, Rhi-

nological and Otological So-

ciety, Hollywood Beach Hotel,

Hollywood, Fla.

American Association for

Thoracic Surgery, Pittsburgh-

Hilton Hotel, Pittsburgh

American Orthopaedic Associa-

tion, Boca Raton Club, Boca
Raton, Florida

Industrial Medical Association,

Hilton Hotel, San Francisco-

Southwestern Surgical Con-
gress, Brown Palace, Denver

American Academy of Neurol-

ogy, Pick-Congress Hotel, Chi-

cago

American Laryngological Asso-

ciation, Hollywood Beach Hotel,

Hollywood, Florida

American Academy of Physical

Medicine and Rehabilitation,

Sheraton-Chicago, Chicago

American Academy of Facial

Plastic and Reconstructive Sur-

ger. Diplomat Hotel, Hollywood

Beach, Fla.

American Association of Plastic

Surgeons, Shamrock-Hilton
Hotel, Houston

American Pediatric Society,

Seaside Hotel, Atlantic City,

N. J.

American College of Obstetri-

cians and Gynecologists, Pal-

mer House, Chicago

Association of American Physi-

cians, Haddon Hall, Atlantic

City, N.J.

American College of Psychia-

trists, Sheraton-Boston, Boston

American Urological Associa-

tion, Fontainebleau Hotel,

Miami Beach, Florida

American Psychiatric Associa-

tion, War Memorial Audito-

rium, Boston

American Society for Gas-

May 15-18

May 15-18

May 19-23

May 23-25

May 27-29

trointestinal Endoscopy, Belle-

vue-Stratford, Philadelphia

American Gastroenterological

Association, Bellevue-Stratford

Hotel, Philadelphia

Neurosurgical Society of Amer-
ica, Mark Hopkins, San Fran-

cisco

American Thoracic Society,

Rice Hotel, Houston
American Gynecological So-

ciety, The Homestead, Hot

Springs, Va.

American Ophthalmological So-

ciety, Homestead, Hot Springs,

Va.

New Members
The Journal takes the opportunity to welcome

these new Tennessee Medical Association mem-
bers.

BLOUNT COUNTY MEDICAL SOCIETY
Gordon McCall, Maryville

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY

Harry Martin Lawrence, Jr., Chattanooga
Michael Kosanovich, Chattanooga

FENTRESS COUNTY MEDICAL SOCIETY
Lloyd L. McCormack, Jamestown

HENRY COUNTY MEDICAL SOCIETY
D. M. Norman, Paris

WEAKLEY COUNTY MEDICAL SOCIETY
Robert G. Patrick, Martin

Postgraduate Course in Laryngology

and Bronchoesophagology

The Department of Otolaryngology of the Illi-

nois Eye and Ear Infirmary and the College of

Medicine of the University of Illinois at the Medi-
cal Center, will conduct a postgraduate course in

Laryngology and Bronchoesophagology from
March 25 through April 6, 1968. This course is

limited to fifteen physicians and will be under the

direction of Paul H. Holinger, M.D. It will be

held largely at the new Illinois Eye and Ear Infir-

mary, 1855 West Taylor Street, Chicago, and will

include visits to a number of Chicago hospitals.

Instruction will be provided by means of animal
demonstrations and practice in bronchoscopy and
esophagoscopy, diagnostic and surgical clinics, as

well as didactic lectures.

Interested registrants will please write directly

to the Department of Otolaryngology, College of
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Obesity. Hypertension. Too
much work for the heart to handle.
That’s what can happen if Mr. Klaff
doesn’t change his ways and his
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are growing every day.
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scientific diets are a realistic bal-
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Medicine, University of Illinois at the Medical

Center, P. O. Box 6998, Chicago, Illinois, 60680.

National Congress on

Socio-Economics of Health Care

The Second National Congress on the Socio-

Economics of Health Care, sponsored by the AMA
Council on Medical Service and the Division of

Socio-Economic Activities, will be held at the

Palmer House, Chicago, March 22-23. Increasing

demands for health services and socio-economic

problems of health care are major topics within

organized medicine today and this two-day
conference should be of interest to every practic-

ing physician.

The five principal subjects to be discussed are:

“Goals of the Congress”; “Increasing Demand for

Health Service—Its Dimensions and Causality”;

“Evolving Responses to Demand—Group Medical

Practice”; “Evolving Responses to Demand—The
New Physician”; and “Evolving Responses to De-
mand—Comprehensive Health Planning.”

Registration forms are available from the AMA
Department of Health Care Services, 535 N. Dear-
born Street, Chicago, 60610. Reservations for the

Congress should be made with the Palmer House
no later than March 1.

"Guides to the Evaluation of Permanent
Impairment—The Reproductive and

Urinary Systems"
This guide, like all the others in the series, has

been designed primarily for use by physicians.

The guide is, however, of interest and use to all

concerned with the medical, administrative, or ju-

dicial aspects of programs for the disabled. The
previously published guides in the series deal with

the extremities and back; the visual system; the

cardiovascular system; ear, nose, throat, and re-

lated structures; the central nervous system; the

digestive system; the peripheral spinal nerves; the

respiratory system; the endocrine system; and
mental illness.

A limited number of copies of this guide may be

obtained, without charge, upon written request to

the Committee on Rating of Mental and Physical

Impairment, 535 North Dearborn Street, Chicago,

Illinois 60610.

Share Your Medical Journals with

Colleagues Overseas

The doctors of the U.S.A are being asked to

send their medical journals—after they have read

them—to colleagues overseas (Asia, Latin Amer-
ica, and Africa) who wish to have access to cur-

rent medical literature but, either because of cur-

rency regulations or actual cost involved, cannot

themselves subscribe to medical periodicals. We
can supply you with the name, address, and medi-
cal specialty of doctors in these areas who would
be happy to receive these much wanted journals,

(particularly specialty journals), which you will

mail direct to your overseas colleague.

This is a direct “Doctor-to-Doctor” program
which is being sponsored by the American Medi-
cal Association with the collaboration of The
World Medical Association to help alleviate the

lack of current medical publications and to fur-

ther international good will. Your cooperation in

this program will be greatly appreciated and
your contact with these colleagues in other coun-

tries, we can assure you, will prove very gratify-

ing. If you wish to participate in this program,

send your name, address, and titles of journals

you will contribute to DOCTOR-TO-DOCTOR
PROGRAM, Ada Chree Reid, M.D., Director, The
World Medical Association, Inc., 10 Columbus Cir-

cle, New York, New York 10019.

Industrial Medicine
Every practicing physician, regardless of his field,

finds himself to some degree In contact with in-

dustry and Industrial medicine. To the intern or

resident, short-term employment by Industrial medi-
cine offers a chance to recoup his financial losses

and simultaneously gain knowledge in a field that

will at least be at the periphery of his practice all

his career. To the doctor already in practice who
desires a change, be he G. P. or specialist, indus-

trial medicine offers a change. For information

about opportunities with the Aluminum Company of

America, write J. S. Phelan, M.D., P. O. Box 182,

Alcoa, Tennessee 37701.
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THE VIEWING BOX
Professional Corporations Upheld,

U.S. Treasury Regulations Declared Void*

John K. Speck, LL.B.

In the first court decision involving a profes-

sional corporation under the new treasury regu-
lations, a Federal District Judge in Denver holds

the corporation valid and the regulations void.

On August 31st, 1967, U. S. District Judge
Chilson of Colorado held that the new U. S.

Treasury Regulations (which would deny
the effectiveness of Professional Corpora-

tions) “constitute the exercise of a non-

delegable function and are invalid and
unenforceable,” (Empey v. U. S.,—Fed
Supp.— ) ,

and upheld a professional corpo-

ration formed by four Denver attorneys.

Judge Chilson’s momentous decision in-

volved the first recorded case specifically

striking down another futile but unrelent-

ing attempt of the Internal Revenue Service

to prevent professional men from practicing

in corporate form. This Treasury effort

culminated on February 2nd, 1965, when T.

D. 6797 approved new regulations (Sec. 301.

7701-1 and Sec. 301.7701-2) intended to com-
pletely nullify the laws of some 34 states

enacted or implemented since 1960 permit-

ting the formation and operation of profes-

sional corporations by physicians, attorneys,

architects and other professions.

The government, of course, may appeal

the Empey decision as a right of law; how-
ever, it has not won a single Court decision

denying the right of a professional group to

operate as an “association” taxable as a cor-

poration for federal income tax purposes.

As a matter of fact, the Treasury, in this

area, has written a vacillating, irresolute,

wavering record over a period of 30 years in

the face of the fact that Congress has not

changed the statutory definition of a “corpo-

ration” in the Federal Revenue Code since

1918 (only one year short of a half cen-

tury) .

A basic error of the Treasury, as recog-

nized by Judge Chilson, is its violation of

the fundamental division of powers in the

* From the Oklahoma State Medical Association

Journal, 60:586, (Nov.) 1967.

Constitution of the United States between

the legislative, executive and judicial de-

partments of government. The Judge

states with respect to the 1965 Amended
Regulations of the Treasury, that “the regu-

lations constitute the exercise of a non-

delegable legislative function and are in-

valid and unenforceable/'

The Court cited two United States deci-

sions and one from the Tenth Circuit Court

of Appeals (which embraces the states of

Colorado, Wyoming, Utah, Kansas, New
Mexico and Oklahoma)

,
U.S. v. Zion’s Sav-

ings and Loan Association, 313 F2d 331 (CA

10, 1963)
,
which cases follow a long line of

federal cases among the earliest of which

was decided in 1924 in Lynch v. Tilden Pro-

duce Co., 265 U. S. 315, 44 S.Ct. 588, 66 Law
Ed. 1034, where the Court struck down a

published regulation of the Treasury De-

partment which there, as here, attempted to

go beyond the plain provisions of the law

enacted by Congress. The Court succinctly

stated, “Congress has not delegated power

or authority to make such a regulation—it

grants no power to add to or take from the

statutory definition . . .
,” and in another

case wherein the United States Supreme
Court was confronted squarely with the

limits to which the Treasury Department

can go in the issuance of regulations, the

Court stated as follows:

“The power of an administrative of-

ficer or board to administer a federal

statute and to prescribe rules and regu-

lations to that end is not the power to

make law—for no such power can be

delegated by Congress—but the power

to adopt regulations to carry into effect

the will of Congress as expressed by
the statute. A regulation which does

not do this, but operates to create a rule

out of harmony with the statute, is a

mere nullity.”

{Manhattan General Equipment Co. v.

Comm., 297 U.S. 129, 56 S.Ct. 397, 80

L.Ed. 528.)
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As a matter of fact, the Treasury Depart-

ment has not only attempted to redefine the

term “corporation” (admittedly a legisla-

tive and not an administrative function)

,

but it has completely reversed its position

from that taken over 40 years ago. Then it

successfully taxed a small medical clinic,

with only three practicing physicians oper-

ating under a trust agreement as “an asso-

ciation taxable as a corporation” for the cal-

endar years 1924 through 1927, inclusive

(Pelton, et al., v. Comm., 82 F.2d 473).

There, three physicians, two specializing in

surgery and one in internal medicine, occu-

pying offices with a common waiting room
and sharing office expenses, though they

were not partners and though they had not

previously been partners, on September 1st,

1920, entered into a trust indenture

whereby they transferred to themselves, as

trustees, the office furniture, equipment, in-

struments, laboratory and x-ray equipment;

authorized the trustees to use the properties

conveyed to operate clinics and any profes-

sional pursuit allied therewith; to retain

any professional assistants necessary, and to

incur indebtedness and invest and reinvest

in securities. These physicians each were

paid salaries, as trustees, not in excess of

$25,000.00 per year; they had power to di-

vide their duties, to assume appropriate ti-

tles and were not to be liable in a personal

capacity for the duties performed by them.

Vacancies among the trustees were to be

filled by the beneficiaries (the physicians

themselves) and the holders of 50 per cent

or more of such beneficial interests (which

interests were represented by shares which

were transferable) had power to modify the

trust. During the taxable year involved,

the participating physicians were the sole

beneficiaries; however, they employed at

least one physician for one year and three

during the last two years involved.

The Pelton case was the first and last re-

ported case involving an unincorporated

medical clinic in which taxability, as a cor-

poration, arose until the case of U. S. v.

Kintner, 216 F (2d) 418, decided by the U.S.

Ninth Circuit Court of Appeals, October

14th, 1954. During this entire interim be-

tween the Pelton and Kintner decisions, the

statutory definition of a corporation has not

changed. Here again, in Kintner, the ques-

tion involved was whether this unincorpor-

ated association of physicians, under similar

articles of association, though more formal

and detailed and having more physician

members than in Pelton, nevertheless was
essentially similar to Pelton. Its articles

provided for qualified limited liability, cen-

tral management by an executive commit-

tee, membership to pass to association at

death in exchange for his benefits under the

adopted pension plan, and termination upon
death of the last member. The court simi-

larly held the Association to be taxable as a

corporation under the Internal Revenue
Code. Montana law, like that of Illinois in

the Pelton case, did not authorize the prac-

tice of medicine in corporate form. In this

case, the taxpayer was claiming himself to

be such a corporation while the Treasury

Department claimed the exact opposite, i.e.,

that it was a partnership and hence the

physicians, being partners and not employ-

ees, were not eligible to share in the pen-

sion plan instituted by the Association.

In many other cases the Treasury Depart-

ment had theretofore successfuly taxed un-

incorporated associations, trusts, syndicates

and other similar organizations which were

“exercising the privilege of doing business

as associations at the common law.”

Morrissey, et al. v. Comm., 296 U.S. 344,

80 L.Ed. 263, 56 S.Ct. 289;

Swanson, et al. v. Comm., 296 U.S. 362,

80 L.Ed. 273, 56 S.Ct. 283;

Helv. V. Coleman-Gilhert Associates,

296 U.S. 278, 80 L.Ed. 278, 56 S. Ct.

285;

Hecht, et al. v. Malley, et al, 265 U.S.

144, 68 L.Ed. 949, 44 S.Ct. 462;

Helv. V. Combs, et al., 296 U.S. 365, 80

L.Ed. 275, 56 S.Ct. 287;

Burk-Waggoner Oil Ass’n v. Hopkins,

269 U.S. no, 70 L.Ed. 183, 46 S.Ct. 48.

What caused the reversal in the attitude

of the Treasury Department between the

Pelton and Kintner decisions?

The author suggests that the sole reason

for such a change in attitude was because

the Kintner association has adopted a re-

tirement plan for its physician members,

thus placing them in a position analogous
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to that of the stockholding officers and di-

rectors of other non-professional associa-

tions (taxable under the federal law as cor-

porations) fully entitled to and eligible for

the provisions of such retirement plan or

plans as are similarly available to associ-

ate-employees in any other field of en-

deavor. This is evident because there had
been no change in the federal law itself, nor

in any court decisions in all the years be-

tween the origin of the Pelton case and the

decision in the Kintner case.

The Kintner case was followed by that of

Galt V. U.S., 175 F. Supp. 360, involving a

physician-member of the Southwest Clinic

Association, composed of a number of doc-

tors, under an unincorporated association

agreement similar in many respects to that

involved in the Kintner Association. Texas

laws, like those of Montana and Illinois, did

not authorize practice of medicine in corpo-

rate form. Federal District Judge David-

son, however, held that Doctor Galt was a

member of an association “entitled to be

treated for tax purposes as though it was a

corporation. . .

Because of the Kintner decision, followed

by the Galt decision in 1959, the author sub-

mits that the Treasury Department became
alarmed at the possibility of this type of un-

incorporated organization being used more
and more throughout the United States,

thus making it possible for physician-own-

ers of clinics to become eligible for all the

fringe benefits, including pension and prof-

it-sharing plans, available to stockholding

officers and employees of other commercial

or business associations and corporations,

and that, because of this fear, the Treasury

Department announced that it would not

follow the Kintner decision (Re. Rul. 56-23,

1956-1; Cum. Bull. 598). Following this pat-

tern then “in 1960, following the Galt deci-

sion, the Treasury adopted regulations de-

signed to offset the effect of the Kintner and

Galt cases and to make it difficult as possi-

ble for unincorporated organizations to be

taxable as corporations . . so stated Judge

Chilton in the Empey decision.

An effect of the 1960 regulations which

applied only to unincorporated associations,

trusts, etc. was such that, one by one, a

number of states (until the total had grown

to some 34) began adopting statutes permit-

ting professional men to form either “asso-

ciations” or “corporations,” which enabled

organizations formed thereunder to avoid

the effect of the so-called Kintner regula-

tions (1960) and thus allowing professional

men incorporating thereafter to obtain the

same fringe benefits as that of their patients

or clients in the business world. Oklahoma
adopted such a Professional Corporation

Act in 1961—18 O.S. Secs. 801-819, inclusive.

Such Act is available to physicians, archi-

tects, dentists, attorneys, and certain other

designated professions.

Until the Empey case there was only one

other written decision after the Galt case

involving an unincorporated association,

i.e,. the Boulevard Orthopedic Association,

formed by two physicians in Miami, Flor-

ida. Federal District Judge Choate held

that the Association was taxable as a corpo-

ration following Pelton, Kintner and Galt

(Foreman v. U.S., 232 F. Supp. 272) ,
decided

April 2nd, 1964.

During the period of time between the

Kintner Regulations (1960) and the deci-

sion in the Foreman case, the Treasury De-

partment had proposed some further re-

strictive regulations and because of numer-

ous protests filed thereagainst, held hear-

ings for three days in Washington, D. C. in

March, 1964. Thereafter in 1965, it issued

new regulations. Secs. 301, 7701-1 and 7701-2

(a) which in substance was intended to,

and until the Empey decision effectively,

did nullify the effect of the legislation

adoted by two-thirds of the states which au-

thorized professional men to practice in

corporate form.

The Empey case, following as it did the

Pelton, Kintner, Galt and Foreman cases,

represents a sustained continuity of in-

terpretation of the Congressional definition

of the term “corporation” which has stood

unchanged on the statute books since 1918.

In the opinion of the author, Empey should

settle the present law once and for all, i.e.,

that professional men may incorporate in

those 34 states, including Oklahoma, which

specifically allow such incorporation and

provided only that their incorporation is

real and valid and that their practice is con-

ducted within the framework of such law.
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The author directs attention to the medical management of dissecting aortic aneurisms, at least in the

early stages. He describes his experience in two cases. Control of ventricular contraction seems more
important than reduction in blood pressure.

Acute Medical Management of Dissecting

Aortic Aneurysm*
JAMES J. ACKER, M.D.f

Knoxville. Tenn.

The acute prognosis in dissecting aneu-

rysm of the thoracic aorta may be altered

favorably by the introduction of a specific

medical program. In the recent past surgi-

cal intervention alone was the only hope for

a favorable outcome in this group of pa-

tients. Recently DeBakey and his associ-

ates^ reviewed their surgical experiences

with 179 cases which revealed an overall

mortality rate of only 21 percent. The ma-
jority of institutions have fallen short of

this low mortality figure. Hirst- in his clas-

sic review states that without treatment

there is a 3% immediate mortality fol-

lowed by a 21% mortality within the first 24

hours. At the end of two weeks there is a

60% mortality and a 90% mortality at the

end of the third month. These statistics

and the fact that occasionally a healed dis-

secting aneurysm is an incidental finding at

autopsy, suggest that continued dissection is

the chief cause of death rather than the ini-

tial tear. In 1965, Wheat^ discussed their

initial experience with 6 cases of dissecting

aortic aneurysm in which the patients were

managed medically. This has been updated

recently in their review of 54 cases which

were treated similarly throughout the

United States and Canada.^ Harris and his

associates® have reported their experiences

with 12 cases of dissecting aortic aneurysm

at the Presbyterian Hospital in New York

City, and personal communication reveals

that this has been updated to 24 patients.

*Presented at the Regional Meeting of the

American College of Physicians, October 7, 1967,

Memphis, Tenn.

Hence, a total of 73 patients to date have

been reviewed basically by these two in-

vestigators.

During the past year we have had the op-

portunity to evaluate this approach to the

management in 2 cases of dissecting aortic

aneurysm.
Case 1. This 56 year old white man was seen

in the Emergency Room on Nov. 12, 1966 with a

a history of sudden onset of pain in the left

lower extremity followed by syncope. Upon
arising he noted excruciating pain in the left hip

and thigh and was unable to move his leg. He
subsequently developed pain in the posterior as-

pect of the back and subsequently in the retro-

sternal area of the chest.

The past history revealed that he had had long

standing hypertension which had been under

poor control for the past 6 months.

He was sweating and was nauseated. Further

examination revealed marked weakness of the

left lower extremity with diminution of the left

femoral pulse. The blood pressure was approxi-

mately 200/130 mm. Hg. Physical findings at

that time were limited to an elevated blood pres-

sure and a grade II/VI ejection systolic murmur
in the second right interspace.

Electrocardiogram upon admission revealed

nonspecific ST-T changes and was otherwise

normal (Fig. 1). A chest roentgenogram was
consistent with a dissecting thoracic aortic aneu-

rysm. (Fig. 2)

The patient was given morphine sulfate for

pain, 1 mg. of reserpine intramuscularly and was
transferred to the Intensive Care Unit.

Trimethaphan (Arfonad) was administered in-

travenously in a dose of 1 mg. per ml. of dex-

trose 5% in water. The blood pressure was

promptly reduced to 120/80 mm. of Hg. (Fig. 3).

He was given reserpine 3 mg. intramuscularly

every 6 hours as necessary for a diastolic pres-

sure over 90 mm. of mercury. Guanethidine

(Ismelin) 20 mg. daily was administered orally
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Fig. 1. The EKG. demonstrates left axis deviation and nonspecific ST-T changes.

Fig. 2. PA chest film demonstrates widening of

the mediastinum consistent with dissection of the

thoracic aorta.

as well as methyldopa (Aldomet) 250 mg. b.i.d.

twice daily.

On Nov. 15, the trimethaphan was discontin-
ued. Reserpine 0.25 mg. b.i.d. was instituted by
the oral route. Head blocks (6 inches) were
added for control of systemic hypertension.
Because of low grade fever, methyldopa was
discontinued on Nov. 19, and he subsequently be-

3^^ f«3ic^

Fig. 3. In the clinical course, notice the prompt
drop in blood pressure with institution of treat-

ment.

came afebrile. The blood pressure remained es-

sentially normal and a gradual drop in hemato-
crit was noted. His admission PCV. was 36

vol.% which subsequently fell to 31 vol. percent.

There was no reticulocytosis or evidence of hem-
olysis. The anemia appeared to be normo-
chromic, normocytic in type and repeated stool

examinations for occult blood were negative.

Gradual ambulation was begun on Nov. 30,

without difficulty. On Dec. 7, a selective right
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ventricular angiocardiogram was performed with

the patient in the right posterior oblique posi-

tion. (Fig. 4.)

Fig. 4. A selective right ventricular angiocardio-

gram was performed with the patient in a steep

right posterior oblique position. Dissection of

the thoracic aorta is demonstrated; the origin

appears to be distal to the left subclavian artery,

it appears to descend at least to the level of the

diaphragm.

Serial films were obtained by the Schonander
technique which demonstrated dissection of the

thoracic aorta extending below the level of the

diaphragm. The origin of the dissection was not

clear but thought to be distal to the left subcla-

vian artery. He was discharged home on a 1

Gm. sodium diet, reserpine orally 0.25 mg. t.i.d.

guanethidine 25 mg. daily orally.

The patient had recurrent abdominal pain and
was re-admitted to the hospital approximately

one week later. The probability of continued

dissection was entertained. No other evidence of

gastrointestinal disease could be ascertained in

that his upper gastrointestinal series and gall

bladder series were normal. Serum amylase

level was normal on two occasions. The patient

was transferred to another institution and resec-

tion of the aneurysm with replacement by graft

was carried out uneventfully on Jan. 6, 1967.

The patient was last seen in the office on May
19. His blood pressure was 130/80 mm. Hg. He
is now on reserpine orally 0.25 mg. t.i.d., hy-

drochlorothiazide 25 mg. (Esidrix) t.i.d. and
hydralazine Hcl. (Apresoline) 10 mg. t.i.d. He is

asymptomatic and gainfully employed at present.

Case 2. This 63 year old white man had en-

joyed good health until he awoke at 12:30 A.M.

on Dec. 24, 1966 with sudden onset of chest pain
radiating into the back. He was admitted to the
hospital immediately.

A grade I/VI ejection systolic murmur was
heard over the second right intercostal space.

The blood pressure was 140/50 mm. Hg. All

peripheral pulses were intact, and the remainder
of the physical examination was described as

normal. Serial electrocardiograms were normal
(Fig. 5). There was no prior history of hyper-
tension or heart disease. Three days later, on
Dec. 27, the chest film revealed a widened med-
iastinum consistent with aneurysm of the thorac-

ic aorta and the clinical history in retrospect

was in keeping with the same. (Fig. 6) The
blood pressure at that time was 250/120 mm. Hg.
Trimethapan (Arfonad) in a dose of 1 mg. per

ml. of 5% dextrose in water was administered
intravenously in an attempt to reduce the sys-

tolic blood pressure to 100 to 120 mm. (Fig. 7)

The patient was given reserpine 2 mg. intra-

muscularly every 8 hours in addition to guanethi-

dine (Ismelin) 10 mg. orally daily. The fol-

lowing day the patient was improved and chest

pain was less intense and only intermittent. The
blood pressure was controlled immediately; how-
ever, tachyphylaxis to the Arfonad developed
after 72 hours and the blood pressure gradually

rose to approximately 150/80, at which time 6

inch head blocks were placed with a prompt fall

in blood pressure to approximately 120/80. The
pressure was maintained at this level until ap-

proximately Jan. 5, 1967, when both the reser-

pine and guanethidine were discontinued because

of mental confusion. He was placed briefly on
oral bendroflumethiazide (Naturetin) 5 mg. b.i.d.

A right atrial angiocardiogram was performed
on Jan. 10. (Fig. 8.) The patient was placed in

the right posterior oblique position and serial

films were obtained by the Schonander technic.

Dissection of the aorta with origin distal to the

left subclavian artery was demonstrated.

Guanethidine 10 mg. per day was instituted on
Jan. 15, as well as reserpine 0.5 mg. t.i.d. orally.

On Jan. 21, the patient developed a persistent

nonproductive cough and a repeat chest film re-

vealed a localized bulge in the area of the left

subclavian artery suggesting the formation of a

saccular aneurysm. Therefore, the patient was
transferred on Jan. 24, to another institution for

surgical correction of this. Graft replacement
was done without difficulty.

At present he is ambulatory and asympto-
matic. At his last office visit on April 5, 1967,

the blood pressure was 140/80 and the physical

examination remained unchanged. He was con-
tinued on reserpine 0.5 mg. orally t.i.d.

In review of his laboratory data, it should be
noted that the PCV. on admission was 41 vol.%
and subsequently fell to 34 vol.% The cause of

his anemia was not clear. It appeared to be nor-

mochromic, normocytic in type. Urinalysis on
admission failed to reveal hematuria and other

than for 1+ albumin was normal. The BUN. was
10 mg. per 100 ml. and remained normal. Serum
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Fig. 5. The EKG. is normal.

Fig. 6. PA chest film reveals widening of the

mediastinum consistent with dissection of the

thoracic aorta.

enzymes including SGOT., LDH., and LDH iso-

enzymes were all normal. Serum cholesterol

was 198 mg. per 100 ml. A VDRL was nonreac-
tive.

Discussion

Two factors must be considered in the

continuation of dissecting aortic aneurysm.

Fig. 7. In the clinical course note that the blood

pressure is promptly and persistently controlled

after institution of therapy.

The pulsatile force referred to by Rushmer®

as the “initial ventricular impulse” is de-

pendent on the rate of the left ventricular

ejection. Medications which alter or reduce

the rate of left ventricular ejection may be

expected to halt continued dissection. It is

thought that a reduction in the rate of left

ventricular contraction is the major factor

in the control of continued dissection, and

reduction of systemic hypertension is of sec-
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Fig. 8. Because of ventricular excitability, a se-

lective right atrial angiocardiogram was per-

formed with the patient in a steep right posterior

oblique position; it is consistent with dissection

of the thoracic aorta with the origin distal to the

left subclavian artery. It appears to descend at

least to the level of the diaphragm.

ondary interest. Efforts at reduction of hy-

pertension would appear advantageous.

The incidence of systemic hypertension as-

sociated with dissecting aortic aneurysm is

approximately 70 to 80 percent.’’^ Initially

little hope was offered by the institution of

hypotensive therapy because, indeed, the in-

cidence of dissection was higher in the pa-

tients placed on the ganglionic blocking

agent, hexamethonium®. In retrospect it

was found that this drug had a positive

inotropic effect and at present is contraindi-

cated in the management of hypertension

associated with dissecting aneurysm.

It is of interest that certain flocks of tur-

keys have naturally occurring dissecting

aneurysms of the aorta. The incidence of

acute dissection and death can be increased

to 60 to 70% by the use of proper diet. By
the addition of a small amount of reserpine

(0.1 part per million) the incidence of death

is reduced and they survive and die at the

usual age with enlargement but without

rupture of the aorta. The small amount of

reserpine is not enough to alter the sys-

temic pressure but apparently decreases the

rate of left ventricular ejection. This drug

has proven to be the mainstay in the medi-

cal management of dissecting aortic aneu-

rysm. Palmer and Wheat^ demonstrated in

the dog a 50% reduction in myocardial con-

tractility, as recorded by a Walton-Brodie

strain gauge sutured to the left ventricle,

and a very significant reduction in blood

pressure after the administration of tri-

methaphan (Arfonad)
,
a ganglionic block-

ing agent with a negative inotropic effect. It

should be noted that tachyphalaxis occurs

after approximately 72 hours or more of

continued administration. This makes it

imperative that additional medications be

administered realizing that the desired ef-

fect from the drug may be available only

for a brief period of time. The drug is said

to release histamine; hence, is to be used

with caution in people with known
allergy.^® Guanethidine (Ismelin) inhibits

the response to sympathetic adrenergic

nerve activity and is associated with a di-

minished release of norephenephrine.

There is inhibition of sympathetic activity

at the terminal of the peripheral nerve by a

mechanism involving the release and deple-

tion of adrenergic affector substances.

There is a diminution in blood pressure,

heart rate, and pulse pressure. Both alpha

and beta adrenergic receptors are initially

suppressed; hence, it lends itself to the

group of drugs which diminish inotropic ef-

fect on the rate of left ventricular ejection

(dP/dT). This drug likewise has found its

place in the management of dissecting aor-

tic aneurysm. Palmer and Wheat^ have

commented on the possibility of using beta

adrenergic blocking agents in the medical

management of this disease. It has been

shown that propanalol decreases the rate of

left ventricular ejection. Williams^^ sug-

gested that this is accomplished by an in-

crease in the duration of intracellular depo-

larization. Electrophysiologic observations

suggest that there is no alteration in the

resting intracellular potential. The rate ap-

pears to be altered very little with the

major import being placed on reduction of

the height and rate of the rise of the action

potential; hence, a reduction in mechanical

contractility per unit time (dP/dT). Their

observations in man revealed a decrease in

left ventricular ejection rate from 2340 mm.
Hg. per second to 1400 mm. per second after

treatment with propanalol. The use of this
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drug appears exciting because it is thought

that a reduction in the initial ventricular

impulse is perhaps more of a major factor

than reduction in blood pressure per se.

Since beta adrenergic blocking agents alter

blood pressure very little, it is assumed that

alpha adrenergic blocking agents may be

necessary in the management of the hyper-

tension in this entity.

The 2 cases I have presented summarize
the methodology in which the drugs are

used. Once the diagnosis is suspected the pa-

tient is immediately started on trimethaphan

(Arfonad) intravenously in a concentration

of 1 to 2 mg. per ml. of 5% dextrose in

water. This medication is administered at a

rate sufficient to reduce the systolic blood

pressure to 120 mm. of Hg. within a mini-

mum of 4 hours. Reserpine is administered

intramuscularly every 6 hours in a dose of

0.5 to 2 mg. to maintain a stable reduction

in blood pressure. Anticipating long term
hypotensive therapy, guanethidine is given

in a dose of 10 to 40 mg. daily by oral route.

The urinary output is monitored hourly and
in patients who demonstrate a persistent re-

duction in urinary flow, consideration

should be given to the use of Mannitol in di-

vided doses (20 to 120 Gm. dissolved in 5%
dextrose in water per 24 hours as toler-

ated) . The patient is observed closely for

the development of aortic insufficiency of

hemodynamic significance. Blood supply to

the extremities and vital organs is evalu-

ated frequently. Recurrence of pain may
imply recurrent or continued dissection;

hence, the patient is questioned frequently

in this regard. Both of our patients devel-

oped unexplained anemia and appeared rel-

atively unresponsive to iron therapy. This

factor has been noticed particularly by
Harris® and has not been well explained.

One might assume that it is due to a loss of

blood within the hematoma or a hemolytic

anemia due to mechanical trauma to the

erythrocyte; however, if so the usual char-

acteristics of these two types of anemia do

not appear to be present. After the patient’s

condition has become stabilized and he has

been completely asymptomatic for approxi-

mately 10 to 14 days, gradual ambulation is

permitted. In our 2 patients we elected this

time period to document the presence of

aortic dissection. We are of the opinion

that selective venous angiography, with the

patient in a steep 60 degree right posterior

oblique position, offers excellent visualiza-

tion of the aorta without fear of extending

the dissection by manipulation of a catheter

within the aortic lumen. We have noticed

that the aorta distal to the left subclavian

artery is particularly well visualized, but

should the dissection originate in the as-

cending aorta it would appear that the in-

troduction of a catheter through the right

brachial artery into the ascending aorta

may be necessary for detailed visualization

of this area. After the patient is ambula-

tory and asymptomatic for approximately

one week, discharge from the hospital is

safe. Careful attention should be placed on

control of blood pressure (120 of Hg. sys-

tolic) both supine and standing. Occa-

sionally the introduction of 6 inch head

blocks facilitates the control of blood pres-

sure.

After discharge from the hospital recur-

rent chest or abdominal pain may herald re-

current dissection and will require re-eval-

uation. Harris® thinks that it probably

would be safer to follow these patients

with aortography at 6 month intervals.

Certainly, a six foot chest roentgenogram
should be obtained at 6 month intervals,

and very close follow-up in regard to hy-

potensive therapy will be necessary for the

remainder of the patient’s life. We have

found that not all patients are candidates

from a psychologic standpoint for this type

of treatment. In my first case, recur-

rent abdominal pain suggested continued

dissection; hence, he was referred for surgi-

cal correction. In this particular individual

continued mental unrest would have led to

surgical intervention had he not had recur-

rent dissection. Wheat and associates'-'^ be-

lieve that the patients with recurrent dis-

section need not have surgical intervention

and that they should be treated anew with

medical management. He thinks that the

indications for surgical intervention in

acute aortic dissecting aneurysm are: fail-

ure of the blood pressure to respond satis-

factorily within 4 hours; compromise of a

significant branch of the aorta; failure to

control progression of dissection or uncon-

trollable acute aortic valve insufficiency.

In regard to the chronic form of aortic dis-
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seating aneurysm, he thinks that significant

aortic valvular insufficiency, development

of a saccular aneurysm or progressive en-

largement of the dissecting aneurysm mer-

its surgical correction. He recently has

published follow-up data on the original 6

patients who were treated with this

regimen.^ The patients have been followed

from approximately 2 to 4 years. Only 2 of

the 6 have died:—one patient from intrace-

rebral hemorrhage, the other from rupture

of localized saccular aneurysm in the tho-

racic aorta.

Harris^^ has followed 24 patients, at Pres-

byterian Hospital, whom he either treated

or for whom he supervised their manage-
ment. The patients have been followed

for from 2 months up to 25 months. Two
patients died in the early phase of treat-

ment which he thought was due to al-

teration in the suggested medical regimen.

Both of these patients died before the es-

tablishment of rigid criteria in treatment.

One patient came to surgical resection at

ten months following her acute dissection.

She had voluntarily discontinued her medi-

cation at 9 months and noted sudden expan-

sion of the aneurysm with symptomatic evi-

dence of progression of the disease. The re-

maining patients have been followed at pe-

riodic intervals with routine roentgeno-

grams of the chest and repeat angiograms at

6 month or yearly intervals if possible. It is

his opinion that surgical intervention is in-

dicated in patients with acute dissection of

the thoracic aorta who have on admission a

blood pressure of less than 120 mm. Hg.,

hemodynamic evidence of significant aortic

insufficiency, or failure to attain a complete

relief of symptoms upon reduction of the

blood pres.sure to the desired range. In re-

gard to chronic aortic dissecting aneurysm,

he is of the opinion that surgical correction

is necessary should the patient develop

symptoms or x-ray evidence of progression

of the disease process, or if existing hyper-

tension cannot be controlled by medical

management.

To date 73 patients with acute aortic dis-

secting aneurysm have been treated by
medical management alone and only 7 (4%)
have been considered as failures. It should

be noted that this represents only an acute

or immediate follow-up; and does not imply

the long range prognosis. We have found

this form of management most acceptable

in that it allows control of the acute emer-

gency irrespective of the size of the commu-
nity, with the possibility of elective surgical

correction in an institution equipped to deal

with this vascular catastrophe.
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The author emphasizes the visual defects found not uncommonly in the drivers of cars in our cities

and on the roads. The emphasis on visual inadequacy varies from state to state. He believes more
rigid screening would reduce some of the road accidents.

Visual Factors in Automotive DriverSafety**

ROGER L. HIATT, M.D., and ALAN M. EFFRON, M.D.,t Memphis, Tenn.

Introduction

Automobile accidents accounted for 52,500

lives lost in the United States last year, in

addition to 1.9 million others disabled, and

at a cost to the nation of 9.8 billion dollars.

This may seem like a small number, consid-

ering that there are almost 95,000,000 driv-

ers in the United States. The fact remains

that the automobile is one of the leading

causes of death each year, and many of

these deaths might be prevented by design-

ing safer cars, safer roads, and by the regu-

lar reexamination of drivers. Kearney^ es-

timates there are 16 million motorists on

the road today with below average vision,

about half of whom see so poorly that they

are dangerous drivers. It is estimated that

fully half of today’s motorists have never

had an eye test because they received their

original permits before such laws went into

effect. Today only 10 states check on tun-

nel vision; only 2 examine for faulty depth

perception; and none test for glare blind-

ness.

It is interesting that in the City of Mem-
phis the law requires that automobiles be

inspected three times a year; yet, once the

driver of the automobile obtains a license,

no further examination is required. Which
is more important, the automobile or the

driver? In some states a person may con-

tinue to drive while at the same time he is

receiving aid to the blind. At present, only

4 states compel older drivers to be retested

at the time of their expiration date in order

to retain their drivers licenses. Tennessee

is not one of these. Two states require all

drivers, including the elderly, to take a gen-

tFrom the Department of Ophthalmology,
University of Tennessee College of Medicine,

Memphis, Tennessee.

*This work was supported in part by a student

trainee stipend as part of training grant NB-
10025 from the U. S. Public Health Service, Na-
tional Institutes of Neurological Diseases and
Blindness.

eral retest every 4 years. Tennessee is not

one of these.

Factors of vision are certainly among the

more important items of the physical quali-

fications of an automobile driver. In 1957,

however, only 13 states required a routine

visual examination for renewal of a drivers

license. Seven other states require the vis-

ual examination upon attaining a specified

age (70, 75, or 80 years of age). All but 4

states require one after repeated accidents.^

The purpose of this paper is to call atten-

tion to the need for the routine reexamina-
tion of drivers in Tennessee and other

states, including the visual examination.

The State of Tennessee does not at present

require a visual reexamination for a driver

to renew his license. Therefore, we
thought it would be valuable to evaluate at

random the visual performance factors of

three different groups of individuals, all of

whom had a valid drivers license. All indi-

viduals chosen drive daily in the City of

Memphis, although they all do not necessar-

ily have a Tennessee drivers license. This

study was carried out to see how their per-

formance ranked according to the present

requirements of the law for obtaining the

initial drivers license, and also to compare
them with recommended standards.

Materials and Methods

The material in this study consisted of 175

drivers from 18 to 74 years of age, who live

or work in Memphis. Fifty of these were
applicants for health cards who had re-

cently been accepted at new jobs provided

they were in good health. These applicants

are routinely sent to the Gailor Clinic of the

University of Tennessee Medical Center

where they obtain a chest x-ray, routine

blood tests, and a screening test (tonome-

try) for glaucoma (if they are 40 years or

older). Fifty of the drivers were senior

medical students at the University of

Tennessee, and the remaining 75 were em-
ployed by the Anderson-Tully Lumber
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Company in Memphis, a representative in-

dustry. The only requirement made of

those selected at random in this study was
that the subject hold a valid drivers license

at the time of the examination and be cur-

rently driving an automobile in Memphis,

All of the 175 drivers were licensed to

drive by one of 9 states: 159 by Tennessee, 5

by Mississippi, 4 by Arkansas, 2 by Ken-

tucky, and 1 each by Alabama, California,

Florida, Georgia, and Texas. The vast ma-
jority of the drivers (146 or 83%) were

males; 29 (17%) were females. There were

99 (56%) Caucasians and 76 (44%) Negroes.

This study evaluated five visual factors

which are utilized in driving: visual fields,

visual acuity, color vision, depth perception,

and the lateral phorias. The visual fields

were tested by the Harrington-Flock multi-

ple pattern screener. The other four fac-

tors were tested by using the Bausch and

Lomb Ortho-Rater. The results of these

four tests were tabulated on visual perform-

ance profile cards which were designed for

this purpose by Bausch and Lomb (Fig. 1)

.

The Purdue University Standard No. 3,

which covers jobs requiring the operation

of moving vehicles, was the standard used

to determine the adequacy of performance

of these visual skills.^ If the driver wore
glasses, the tests were performed with the

correction in place.

Results

The results were tabulated in three

groupings according to the Purdue Univer-

sity Standard No. 3, as follows: (1) ade-

quate visual performance, (2) visual skills

below the minimal requirements, and (3)

seriously lowered visual skills.

(1.) Phorias: Of the 175 drivers exam-
ined, 155 (89%) had no lateral phoria signif-

icant enough to impair driving performance

(Table 1). Twenty (11%) had a significant

phoria. Thirteen of these were lumber

workers, 5 were health card applicants, and

2 were medical students.

(2.) Visual acuity: The Bausch and Lomb
Ortho-Rater does not correlate with the

Snellen system of measuring visual acu-

ity. Adequate vision, however, would
roughly be 20/35 or better; substandard vi-

sion 20/40 to 20/70; and poor vision would

be less than 20/70. Of the 50 health card ap-

plicants examined, 47 (94%) were found to

have adequate vision and 3 (6%) had sub-

standard vision. The medical students had

even better visual acuity:—48 (96%) were

found to have adequate vision, while 2

(4%) had substandard vision. The lumber

workers demonstrated the poorest results:

—only 60 (80%) had good visual acuity.

These results were substantially worse

when compared to the other two groups.

Part of this poor performance must have

been due to the difficulty this group had in

understanding how to interpret the tests

presented. One hundred fifty-five (88%) of

the total of 175 drivers who were examined

had adequate vision for operating a motor

vehicle; 15 (9%) had substandard vision;

and 5 (3%) had poor vision.

(3.) Depth perception: Only 42% of the

health card applicants, 54% of the medical

students, and 13% of the lumber workers

had adequate depth perception. This must
be due to some inherent inadequacy to the

depth perception test, and this slide is con-

sidered very unsatisfactory as a screening

device for depth perception. The medical

Table I

Visual Factors in Driving in the Three Groups Examined

Number of

Drivers

Screened

(1) Lateral Phoria

(2) Visual Acuity
(far)

(3) Depth Percep-
tion

(4) Color Vision

(5) Visual Fields

Health Card
Applicants

50

Sub-

Medical Students

50

Sub-

Normal standard Poor Normal standard Poor

45 0 5 48 0 2

47 3 0 48 2 0

21 0 29 27 0 23

42 0 8 49 0 1

47 0 3 49 0 1

Lumber Workers Total

75 175

Sub- Sub-

Normal standard Poor Normal standard Poor

62 0 13 155 0 20

60 10 5 155 15 5

10 0 65 58 0 117

39 0 36 130 0 45

71 0 4 167 0 8
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student group, who represent a highly intel-

ligent group, uniformly reported difficulty

in interpreting the depth perception slide.

(4.) Color vision: Of the 175 drivers ex-

amined, 74% had adequate color vision.

The medical students showed the best per-

formance with 98% having good color vi-

sion. The health card applicants were next

with 84%, while only 51% of the lumber
workers had good color vision.

(5.) Visual fields: The vast majority of

the 175 drivers had normal visual fields,

with 94% of the health card applicants and
lumber workers and 98% of the medical stu-

dents having normal fields. Of the 8 abnor-

mal fields, 4 were quadrant scotomas in one

eye and 2 were quadrant scotomas in both

eyes. The other 2 abnormal fields were
hemianopic in character.

Comments

It is estimated that while driving we base

about 90% of our reactions upon what we
see. The screening of vision is one of the

very few things that we can measure in de-

termining an individual’s ability to drive an

automobile.^

There are many expert opinions as to

what should constitute the minimal visual

requirements of drivers, but there are no

comprehensive reports of controlled re-

search. Therefore, there is a wide variety

of visual standards for drivers in the 50

states.®

The State of Tennessee requires that a

driver’s examination shall include a test of

the applicant’s eyesight.® The applicant

passes his visual examination if both eyes

together, or the best eye alone scores 20/70

or better with correction. This visual re-

quirement is determined by the State of

Tennessee Department of Safety.”^ There

is no requirement for visual fields, depth

perception, color, or limits of phorias. The
Tennessee Highway Patrol, which is a Divi-

sion of the Department of Safety, is respon-

sible for issuing all drivers licenses in the

State. An applicant, in order to obtain a li-

cense, must pass a written rules-of-the-road

test, the visual examination, and an actual

road test. The West Tennessee District of

the Highway Patrol, which includes the

City of Memphis and a total of 10 Counties,

examined 61,751 drivers in 1966. Twenty

percent of those examined failed either the

written rules-of-the-road test, the visual ex-

amination, or the actual road test. Five per
cent of the total drivers examined, or 25%
of the total failures, were rejected because
of poor vision (visual acuity below 20/70).

The applicants for a license consist of three

groups of people:—those applying for their

first driver’s license; those who failed to

renew their drivers licenses and must apply
for a new license; and those who have
moved to Tennessee and have a valid driv-

er’s license in another state.

Simpson® believes that probably the most
reliable way to determine the importance of

visual factors in causing automobile acci-

dents would be by a thorough examination
of drivers who have been involved in acci-

dents before restoring their drivers licenses.

This is now being done in Tallahassee, Flor-

ida, where a vision clinic was established

as a result of a pilot study which demon-
strated the existing need for a permanent
visual screening program.® Thirty traffic

violators over age 60 had their visual per-

formance screened, and 21 (70%) failed the

tests (visual acuity less than 20/40).

Byrnes^® disagrees with this approach.

He believes that accidents should be used

only to verify the standards established.

The many -uncontrolled variables found in

the driving task make it difficult to accu-

rately determine visual requirements from
accident statistics.

According to the National Safety Council,

and based on a special study made by them,

6% of the drivers involved in all fatal acci-

dents in the United States in 1960 were
found to have defective vision. The study

showed further that 7% of all drivers in

traffic accidents (fatal and nonfatal) in 1960

had defective vision.

Adequate visual acuity is of course a ne-

cessity for safe driving. Simpson® thinks

that if acuity testing is adequately per-

formed, specific depth perception tests on

all drivers is not necessary. He also be-

lieves that night vision is not used in mod-

ern driving because headlights and street

lights force us to use the cone cells (pho-

topic vision cells) rather than the rods.

The American Medical Association and

the World Health Organization believe that
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color blindness does not affect safe driving

significantly^^

Brandaleone’^ points out that muscle im-

balance may produce diplopia which will

interfere with driving. This is why most
authorities believe that drivers should be

tested for phorias as well as for fusion.

The consensus of opinion is that lack of

adequate visual fields is a very minor cause

of accidents. Danielson,® in his definitive

study of visual fields in driving, thinks that

the quality of the central fields is of more
value than the quantity of the peripheral

fields. The Harrington-Flock multiple pat-

tern screener is the best device for screen-

ing the visual fields of drivers, but Daniel-

son suspects that it gives too many false

positives.

In 1956, the Committee on Visual Stand-

ards adopted a standard for both eyes of

140° for the total horizontal fields. This is

the standard that most states use (with

only 9 states routinely examining visual

fields in 1957).^^ Tennessee was not one of

these 9 states.

The National Home Demonstration Coun-

cil, in cooperation with the Woman’s Auxil-

iary to the American Optometric Associa-

tion, conducted a pilot survey in 1957 on the

visual abilities of drivers.^ Drivers from 22

states were screened using 20/40 vision as

the criterion for passing; 21% of the 3,000

drivers examined failed the test. Twenty-

two and one-third per cent failed the How-
ard-Solman Peg Test for depth perception

on the Porta Clinic instrument with a

“give-and-take” of 3 inches in lining up the

pegs. Lateral phorias showed a 15.9% fail-

ure, and vertical phorias yielded 13% fail-

ures. Color tests were inadequate in 7.5%

of those screened. Ten per cent failed the

visual fields test in which a minimum of 140

total degrees was the requirement for pass-

ing. Of the 3,000 drivers screened, 22.4%

had had one or more accidents prior to

being screened.

These results, when compared with our

study 9 years later, reflect both the differ-

ences in the screening devices used and in

the criteria used for adequate visual per-

formance. In a future study, we hope to

show both the variation in results when
using three different makes of portable vis-

ual screeners, and the variation in results

when compared to the Snellen chart, pseudo

isochromatic color charts, and the fusion,

depth perception and phorias, as measured
by regular office techniques. We also plan

to compare a group of drivers with moving
violations to a control group as to visual

performance.

The Ortho-Rater has many features

which makes it desirable for screening large

numbers of individuals. It is portable and
can be operated by an unskilled individual

after minimal instruction. Visual acuity

(both monocular and binocular at far and
near)

,
phorias, color vision, and depth per-

ception can all be tested at one sitting. We
must conclude after this study, however,
that the test slide used for depth perception

is poor and unsatisfactory; and that the

slides for visual acuity, using other than let-

ters for testing, could be simplified so that

people of limited education and intelligence

could understand them better. This would
help to prevent the “false failures” which
we feel we obtained.

Visual screening tests that will gain

official approval must be performed rapidly,

with relatively simple and inexpensive ap-

paratus, and by lay personnel of limited

training.^® In addition, the tests must be
sufficiently accurate, so the cost to the state

to undertake such a project will not be pro-

hibitive.

This report emphasizes the need for the

reexamination of drivers on a regular basis

in that 12% of the 175 drivers examined
would not pass the minimal visual stand-

ards recommended for driving. Yet, they

have a legal and valid driver’s license and
the present law does not require a reexam-
ination for renewal of that license in

Tennessee.

It should be pointed out that a large ma-
jority of the 12% failures which we uncov-

ered would pass if proper medical help was
given. Moffie^® found in North Carolina that

7.9% of all applicants were disapproved for

visual reasons. Of these, 24.3% could not be

helped medically, but 75.7% could, and were
allowed to drive.

Summary and Conclusions

Good vision is essential for driving. This

study attempts to show that many presently

licensed drivers do not have adequate vision
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and visual skills. There is a need to period-

ically reexamine drivers for defective vision

and other skills.

Of 175 drivers examined with a Bausch

and Lomb Ortho-Rater and the Harring-

ton-Flock multiple pattern visual field

screener, 20 (12%) had poor or substandard

visul acuity. Forty five (26%) had inade-

quate color vision, 20 (12%) had a signifi-

cant lateral phoria, and 8 (5%) had a visual

field defect. Only 58 (33%) had adequate

depth perception for driving, but this is felt

to be due to the poor quality of the depth

perception slide test. In addition, it is be-

lieved that some of the subjects had diffi-

culty in interpreting the visual acuity test.

This should be kept in mind when doing

any type of vision screening as in school vi-

sion screening.

The routine visual reexamination of driv-

ers should make driving safer for all.
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Special Section

SCIENTIFIC PROGRAM
OF THE 133RD ANNUAL MEETING

OF THE
TENNESSEE MEDICAL

ASSOCIATION

General Information
The official program contains detailed in-

formation on the 1968 annual meeting of the

Tennessee Medical Association, conducted in

Chattanooga, Tennessee, April 18-19-20, 1968.

Registration

The registration desk will be located in the

East promenade just off the lobby of the Read
House Hotel, Chattanooga. All members, visiting

speakers, interns, residents, exhibitors, and guests

are urged to register. Admission to all meetings

and sessions and to the exhibits is by a badge se-

cured at the registration desk. THERE IS NO
REGISTRATION FEE.

Programs for all activities during the annual
meeting are available at the registration desk.

Those eligible to register are: Members of the

Tennessee Medical Association; physicians from
other states who are members of their respective

state medical associations; residents, interns,

medical students and guests.

Registration Hours
(All times are Eastern

Standard Time)
Thursday, April 18, 8:00 A.M.

(Special registration for

members of the House of

Delegates from 8:00 A.M. to

1:00 P.M.) (Advance regis-

tration for exhibitors and
early arrivals from 8:00 to

10:00 A.M. and after 1:00

P.M.)

Friday, April 19 8:00 A.M. to 5:00 P.M.

Saturday, April 20 8:00 A.M. to 5:00 P.M.

Annual Meeting Headquarters

Headquarters are located in the Read House
Hotel, Chattanooga, where many activities are

scheduled. The specialty societies will conduct

their meetings concurrently with TMA in Chat-

tanooga. These will be conducted in the hotels

in Chattanooga. Specialty societies meeting out-

side of the Read House are listed in this pro-

gram on the “days” that the various societies

are to meet.

TMA Headquarters Office

The TMA headquarters offices will be located

in Rooms 262-263-264-265 of the Read House
Hotel, Chattanooga, during the meeting.

A member of the staff will be available to

assist you at all times. Members of the House of

Delegates, Officers, and Reference Committee

Chairmen can secure secretarial help when
needed. Your headquarters staff is available to

assist you in your needs.

J. E. Ballentine, Executive Director

L. Hadley Williams, Asst. Executive Direc-

tor and Public Service Director

Morris M. Bradley, Administrative Asst.

J. Rodney Taylor, Staff Assistant and Field

Representative

Mrs. Carolyn Sandlin, Records and Book-
keeping

Mrs. Janis Hargis, Secretary

Mrs. Elva Denney, Secretary

Mrs. Judy Poe, Secretary

Mrs. Jean Ragsdale, Administrative Secretary

Presidents Banquet and Social Hour
The President’s Banquet will be preceded by

a Social Hour sponsored by the Tennessee Med-
ical Association, beginning at 6:00 P.M. on Sat-

urday evening, April 20, in the Read House
Hotel.

The BANQUET will follow at 7:00 P.M. in

the Read House Hotel. TICKETS ARE AVAIL-
ABLE AT THE REGISTRATION DESK. A lim-

ited number can be accommodated. GET YOUR
TICKETS EARLY.

Communications—
Emergency Telephones
Chattanooga—267-0027 and 267-0028
A blackboard will be placed in a conspicuous

location in the Hotel on the mezzanine floor

where doctors’ calls will be listed. PLEASE
CHECK OFTEN WITH THE LISTINGS ON THE
CALL BOARD.

Specialty Society Luncheon Tickets

Tickets to specialty society banquets and
luncheons, as well as the Woman’s Auxiliary af-

fairs, can be obtained from Specialty Societies,

respective registration desks. PURCHASE YOUR
TICKETS AT THE TIME OF REGISTRATION.
The number that can be accommodated is limited.

House of Delegates
The first session of the House of Delegates will

be held on Thursday, April 18, beginning at

1:00 P.M. in the Read House Hotel. The second

session will be conducted on Saturday, April

20, beginning at 1:00 P.M. in the same hotel.

Reference Committees meet on Friday, April 19,

in the Read House. Any TMA member may
appear before a reference committee.

Scientific Meetings

The scientific presentations at the 133rd an-

nual meeting of TMA will be presented on Fri-

day and Saturday morning, April 19-20. (See

complete program under the “days” as listed

herein.) The specialty societies meeting con-

currently with the Tennessee Medical Association

will conduct their scientific programs and busi-

ness on April 18-19 and 20. Please see the pro-

gram listing the scientific meetings of the TMA
and the specialty societies each day. Every mem-
ber attending is welcome to attend any scientific
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meeting of any specialty society. Of special in-

terest will be presentations of importance and
general interest by guest speakers on Friday and
Saturday, April 19 and 20. Please note topics

and outstanding speakers listed in this program.

Specialty Societies

Sixteen specialty societies are conducting their

meetings concurrently with the Tennessee Medi-
cal Association in Chattanooga. Scientific and
business sessions of the specialty societies will

be conducted on April 18-19-20. SEE DETAILS
IN THIS PROGRAM LISTED UNDER EACH
OF THE ABOVE DATES AND UNDER “AN-
NOUNCEMENTS.”

Woman’s Auxiliary

The Woman’s Auxiliary to TMA will conduct
all sessions of its annual meeting at the Holiday
Inn-Downtown in Chattanooga. The registration

desk of the Auxiliary will be located in the Holi-

day Inn-Downtown and all committee meetings,

board meetings, and general sessions will be con-

ducted there.

Exhibit Attendance Prize

To encourage greater physician participation

in the exhibit program, the exhibit committee
has added a new feature for 1968. TMA will

be giving away to a lucky physician, an RCA
Portable Color Television as an Exhibit At-
tendance Prize. To qualify, each registered phy-
sician is required to visit a minimum of twenty-
five exhibits. The drawing will be held Satur-

day afternoon. Instructions for participating will

be given each physician at the time of registra-

tion.

Technical Exhibitors

The technical exhibitors will be located on

the mezzanine floor and Exhibit Hall of the

Read House Hotel. They may be visited each

day of the annual meeting beginning on Thurs-

day, April 18, from 11:00 A.M. until 4:00 P.M.

—and continued from 9:00 A.M. until 5:00 P.M.

on Friday and Saturday, April 19 and 20. Ex-
hibitors are an important part of the 133rd An-
nual Meeting and each physician will be well

repaid by spending some time visiting them and
inspecting their exhibits. The exhibits will dis-

play many educational features of medical sup-

ply and latest developments in scientific under-
taking.

Technical Exhibitors
Technical exhibits for the 1968 Annual Meet-

ing will be displayed in the Read House Hotel

on the mezzanine floor. The newest develop-

ments in pharmaceuticals, equipment and ser-

vices will be on display, with full information

available through trained and experienced rep-

resentatives.

Exhibits will be open Thursday, April 18, at

11:00 A.M., and Friday and Saturday from 9:00

A.M. to 5:00 P.M. All physicians will find their

time well spent in visiting exhibits and keeping
abreast of what is new and useful. YOUR AT-
TENDANCE IS URGED, for your benefit as well
as for an expression of cooperation with our
exhibitors. All are located on the mezzanine
floor.

AYERST LABORATORIES Booth 45
New York, New York Mezzanine

BRAYTEN PHARMACEUTICAL COMPANY Booth 39
Chattanooga, Tennessee Mezzanine

BRISTOL LABORATORIES Booth 26
Syracuse, New York Mezzanine

CHATTANOOGA SURGICAL COMPANY Booth 23
Chattanooga, Tennessee Mezzanine

CIBA PHARMACEUTICAL COMPANY Booth 40
Summit, New Jersey Mezzanine

THE COCA-COLA COMPANY Booth 19

Atlanta, Georgia Exhibit Hall
DePUY MANUFACTURING CO. Booth 16

Warsaw, Indiana Exhibit Hall

DISTRIBUTOR-MEDCO PRODUCTS Booth 48
Murfreesboro, Tennessee Mezzanine

EDISON VOICEWRITER Booth 21

Nashville, Tennessee Mezzanine
ELI LILLY AND COMPANY Booth 37

Indianapolis, Indiana Mezzanine
THE EQUITABLE LIFE ASSURANCE SOCIETY Booth 41

Nashville, Tennessee Mezzanine
EQUITY FUNDING CORPORATION Booth 44

Nashville, Tennessee Mezzanine
EXERCYCLE OF MEMPHIS Booth 8
Memphis, Tennessee Exhibit Hall

FARRINGER AND COMPANY Booth 47
Nashville, Tennessee Mezzanine

FILLAUER SURGICAL SUPPLIES, INC. Booth 27
Chattanooga, Tennessee Mezzanine

GEIGY PHARMACEUTICALS Booth 38
Ardsley, New York Mezzanine

THE HOWELL CO.—3M BUSINESS
PRODUCTS CENTER Booth 33
Chattanooga, Tennessee Mezzanine

THE LANIER COMPANY Booth 17
Atlanta, Georgia Exhibit Hall

MALLINCKRODT PHARMACEUTICALS Booth 34
St. Louis, Missouri Mezzanine

MEAD JOHNSON LABORATORIES Booth 31

Evansville, Indiana Mezzanine
MEMPHIS & SHELBY COUNTY MEDICAL SOCIETY

Booth 49

Mezzanine
Booth 35

Mezzanine

Booth 29
M ezzanine

Booth 1

8

Exhibit Hall

Booth 43
Mezzanine
Booth 24

Mezzanine
Booth 32

Mezzanine
Booth 36

Mezzanine
Booth 28

Mezzanine
Booth 20

Mezzanine

INVESTMENT RETIREMENT TRUST
(Denby Brandon Company)
Memphis, Tennessee

MERCK, SHARP & DOHME
West Point, Pennsylvania

MERRILL LYNCH, PIERCE, FENNER
& SMITH, INC.

Nashville, Tennessee
MUTUAL BENEFIT LIFE INSURANCE CO.

(Dunn-Lemly-Sizer)

Nashville, Tennessee
NASHVILLE SURGICAL SUPPLY COMPANY

Nashville, Tennessee
PARKE, DAVIS & COMPANY

Detroit, Michigan
WM. P. POYTHRESS & COMPANY, INC.

Richmond, Virginia

W. B. SAUNDERS COMPANY
Philadelphia, Pennsylvania

SMITH, MILLER & PATCH, INC.
New York, New York

SMITH, REED, THOMPSON & ELLIS CO.
Nashville, Tennessee

TENNESSEE COLLECTORS ASSOCIATION, INC. Booth 7
Cleveland, Tennessee Exhibit Hall

TENNESSEE GUILD OPTICIANS Booth 5
Nashville, Tennessee Exhibit Hall

VISIT THE EXHIBITS
All scientific meetings will be recessed twice
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for thirty minutes on each day to give doctors an
opportunity to visit with the exhibitors.

Morris M. Bradley
Exhibit Manager

ANNOUNCEMENTS-
SPECIAL EVENTS—

FEATURES
* * *

President’s Banquet
Read House Hotel

Saturday, April 20—7:00 P.M.

Social Hour—6:00 P.M.
Sponsored by TMA

K. M. Kressenberg, M.D., President,

Presiding

Introduction of President-Elect

—

Edward T. Newell, Jr.

Special Awards;
Presenting Tennessee’s Outstanding Physician

of the Year—By: Tom E. Nesbitt, M.D.,

Speaker of the House of Delegates

Presenting Health Project Contest Winner

—

By: Robert L. Chalfant, M.D., Treasurer

Presenting the Distinguished Service Award

—

By: Francis H. Cole, M.D., Chairman, Board
of Trustees

The banquet is for TMA members, their wives
and guests. Join your colleagues in dining and
dancing to the music of Morris Bales and his

orchestra.
* *

Public Health Council

A breakfast meeting of the Public Health
Council will be held in the Red Room of the

Patten Hotel at 8:00 A.M. Friday, April 19.

* * H=

Please Reserve Luncheon
Tickets Early

A number of the specialty societies meeting
with TMA will sponsor luncheons during the an-

nual meeting.

PLEASE MAKE RESERVATIONS FOR
LUNCHEONS YOU ARE PLANNING TO AT-
TEND.

These should be made with the secretary of

the specialty society.

* *

Tennessee Chapter—American
College of Surgeons—Banquet

The Tennessee Chapter of the American Col-

lege of Surgeons, jointly with the Tennessee
State Society of Anesthesiologists will present

their Social Hour and Banquet on Friday Eve-

ning, April 19th in the Silver Ballroom of the
Read House Hotel.

The Social Hour begins at 6:30 P.M. and the
hosts will be the Chattanooga Anesthesiologists
and the Chattanooga Academy of Surgeons. The
banquet will follow at 7:30 P.M.

TMA MEMBERS AND THEIR GUESTS ARE
INVITED TO ATTEND THE SOCIAL HOUR
AND BANQUET.

A humorous speaker, Henry M. Johnson,
Ph.D., Louisville, Kentucky, will be the guest
speaker. His subject will be “HOW TO KEEP
FROM GOING NUTS IN A NUTTY WORLD.”

The Honorable
Eugene J. Keogh
New York City

Subject: “TAX REDUCTIONS
THROUGH SAVINGS ”

The Honorable Eugene J. Keogh of

New York, will present an important
address at the general meeting on Sat-
urday morning at 11:30 A.M., April
20th.

Born in Brooklyn, New York, Mr.
Keogh attended public schools and re-
ceived a B.C.S. Degree from New York
University and an L.L.B. Degree from
Fordham University School of Law. He
is a member of the law firm of Halpin,
Keogh & St. John. He is a member of
the Bar - Association in Brooklyn and
New York City, as well as the State
of New York, American Bar, and the
Bar Association of the District of Co-
lumbia. He is also a member of the
Federal Bar Association.

He served in the Congress of the
United States from 1936 until January,
1967. He served with distinction and
was a member of numerous committees
in the Congress. He is the author and
was the sponsor of the Keogh Bill (H.R.
10) which is now law.
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Technical Exhibits

The technical exhibits are located on the

mezzanine floor of the Read House Hotel. They
are open daily at 9:00 A.M. (except Thursday).

* * *

TMA Board of Trustees Meeting

The TMA Board of Trustees will meet in

Parlors A and B of the Read House Hotel at

9: 00 A.M. on Sunday, April 21.

^

Woman’s Auxiliary to the

Tennessee Medical Association

April 18-19-20, 1968

Holiday Inn-Downtown, Chattanooga
The Woman’s Auxiliary will conduct its an-

nual meeting at the Holiday Inn-Downtown.
The registration desk will be located in the

Lobby. All committee meetings, the general

session and Board meetings will be held at the

Holiday Inn.

The official program begins Thursday after-

noon, April 18, 1968. The convention head-

quarters will be Holiday Inn-Downtown where
the 40th Annual Convention will be in session.

Registration

Thursday, April 18th—2:00 P.M.-4:00 P.M.

Friday, April 19th—8:00 A.M.-4:30 P.M.

Saturday, April 20th—9:30 A.M.-12:30 P.M.

Complete details and schedule of events and
meetings of the Woman’s Auxiliary are listed

in this program under the days they will occur,

Thursday, Friday and Saturday.

Arts and Crafts Exhibit

The Arts and Crafts Exhibit of the Woman’s
Auxiliary will be conducted in the Holiday Inn-

Downtown. Doctors and their wives are urged
to participate in the exhibit.

^ ^ ^

TENNESSEE OBSTETRICAL AND
GYNECOLOGICAL SOCIETY

Thursday, April 18, 1968

6:30 P.M.

Make your reservations early. Tickets may SOCIAL HOUR AND BANQUET
be obtained at the registration desk. Holiday Inn-Downtown

^ ^ ^ ^ ^ A

YOU'RE INVITED
8:00 P.M.—Thursday, April 18

to the

IMPACT Banquet

Patten Hotel

Chattanooga
to hear

Walter H. Judd, M.D.

Dr. Judd is a nationally recognized
authority on U. S. foreign policy, who
served ten terms in the U. S. Congress.
We are fortunate to have a speaker
of Dr. Judd’s caliber for the IMPACT
Banquet.

Dr. Judd was a member of the For-
eign Affairs Committee for sixteen years,
a delegate to the General Assem.bly
of the U.N. in 1957 and to the World
Health Organization Assembly in 1950
and 1958. During his twenty years in
Congress, he authored or sponsored in-
numerable laws. More than twenty uni-
versities have conferred on Dr. Judd
honorary doctorate degrees.
He received his M.D. Degree in 1923

from the University of Nebraska School
of Medicine and had postgraduate train-
ing at the Mayo Foundation of the Uni-
versity of Minnesota, after which he
served in China as a Medical Missionary.

NOTICE

Re: Scientific Presentations

The scientific presentations of all of the spe-

cialty societies meeting concurrently with the
Tennessee Medical Association, are open to all

physicians registered at the annual meeting. At-

tend the meeting of your choice.

TENNESSEE CHAPTER
AMERICAN COLLEGE OF

SURGEONS
Friday, April 19, 1968

12:00 Noon

COUNCIL LUNCHEON
Parlor D Read House Hotel
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TENNESSEE DISTRICT BRANCH
AMERICAN PSYCHIATRIC

ASSOCIATION
Friday, April 19, 1968

7;00 P.M.

BANQUET
Moccasin Bend Hospital—Chattanooga

* * *

COLOR TV-PRIZE
Don’t forget to obtain your instructions and

card to be punched by the exhibitors so that you
will have a chance on the drawing for the

portable color television set to be given away.
The drawing will be held Saturday Afternoon,
April 20th. Complete details can be obtained
at the registration desk.

* * *

TENNESSEE—TRAUMA
COMMITTEE

Saturday, April 20, 1968

12:00 Noon
LUNCHEON

Parlor B Read House
* * *

TENNESSEE BOARD OF
MEDICAL EXAMINERS

Friday, April 19, 1968

8:30 A.M.
Business Meeting—Read House

* =1: *

TENNESSEE STATE SOCIETY
OF ANESTHESIOLOGISTS

The Society of Anesthesiologists will conduct

their Social Hour and Banquet jointly with the

Tennessee Chapter, American College of Surgeons

on Friday Evening in the Read House Hotel.

^ ^ ^

VANDERBILT RECEPTION
Date: Friday, April 19, 4:30-6:30 P.M.

Host: Dr. Randolph Batson, Dean of the Van-
derbilt School of Medicine

Place: Flaming Sword Restaurant of the Down-
towner Motor Inn

Vanderbilt Medical Alumni and guests cordially

invited.

PROGRAM
Thursday, April 18, 1968

1:00 P.M. (E.S.T.)

House of Delegates

Continental Room, Read House

Hotel—Chattanooga

SPECIALTY SOCIETIES

TENNESSEE STATE

ORTHOPAEDIC SOCIETY
10:00 A.M.

Business Meeting
Parlor H Patten Hotel

12:00 Noon

LUNCHEON

(Georgia Room—Patten Hotel)

1:30 P.M.

SCIENTIFIC PROGRAM
Parlor H Patten Hotel

SYMPOSIUM: “Rheumatoid Arthritis”

GUEST SPEAKER
Allan M. McKelvie, M.D., Washington, D.C.

(Subject to be announced)

Intermission to Visit Exhibits

Following intermission, the scientific program
will continue throughout the afternoon to 5:00

P.M. with presentations by members of the Soci-

ety.

(The above subject to change by Program
Committee)

* * *

TENNESSEE ACADEMY OF
OPHTHALMOLOGY

Silver Ballroom Read House Hotel

THURSDAY, APRIL 18, 1968

12:00 Noon

LUNCHEON AND PANEL DISCUSSION
Panelists: Wallace H. Faulk, Jr., M.D., Nash-

ville

Roger L. Hiatt, M.D., Memphis
David Paton, M.D., Baltimore, Md.

SCIENTIFIC PROGRAM

1:20 P.M.

Meeting Called to Order

By: Charles M. King, M.D., President

1:25 P.M.

“Effect of Corneal Contact Lens on Healing of

Pseudomonas Ulcers in Rabbits”

By: Harry M. Lawrence, M.D., Chattanooga

1:45 P.M.

GUEST SPEAKER
DAVID PATON, M.D., Baltimore, Md.

“Recent Advances in Corneal Surgery”
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2:45 P.M.

Intermission to Visit Exhibits

3:00 P.M.

“Problems of Malingering and Conversion Reac-

tions In Ophthalmology”

By: Alice R. Deutsch, M.D., Memphis

3:20 P.M.

“Penetrating Keratoplasty with Adjunctive Imu-
ran Therapy”

By: James H. Elliott, M.D., and
George W. Bounds, Jr., M.D., Nashville

3:40 P.M.

“The Use of Innovar as an Adjunct to Local

Anesthetics”

By: Henry T. Grizzard, M.D., James Welcher,

D.D.S., William North, M.D., and Roger

L. Hiatt, M.D., Memphis

4:00 P.M

“New Multisystem Disorder with Primary Ocular

Involvement”

By: James P. Loden, M.D., Nashville

4:20 P.M.

“Visual Factors in Automotive Driver Safety”

By: Roger L. Hiatt, M.D. and
Alan M. Effron, M.D., Memphis

* * *

TENNESSEE DIABETES
ASSOCIATION

North Ballroom Holiday Inn-Downtown

THURSDAY, APRIL 18, 1968

SCIENTIFIC SESSION

(Members & Guests)

9:00 A.M.

“Amelioration of Diabetes”

By: David Wade, M.D., Instructor, University of

Tennessee College of Medicine, Memphis

9:30 A.M.

“Physiology of Growth Hormone”

By: John Stiele, M.D., Research Fellow Endocri-

nology, Vanderbilt University School of

Medicine, Nashville

10:00 A.M.

Intermission to Visit Exhibits

10:30 A.M.

“Obesity as Related to Diabetes”

By: Buris R. Boshell, M.D., Ruth Lawson Han-
sen, Professor of Medicine, Medical College

of Alabama, Birmingham, Ala.

11:00 A.M.

Panel: “Diagnosis of Diabetes and Initial Treat-

ment”

By: Drs. Samuel B. Beaser, Buris R. Boshell,

H. L. NeuenschWANDER, and David Wade

12:00 Noon
LUNCHEON

South Ballroom

Holiday Inn-Downtown

AFTERNOON SCIENTIFIC PROGRAM
North Ballroom Holiday Inn-Downtown

1:00 P.M.

“Oral Hypoglycemic Agents”

By: Samuel B. Beaser, M.D., Clinical Associate,

Harvard Medical School, Boston, Mass.

1:30 P.M.

BUSINESS SESSION

(Members Only)

2:00 P.M.

Conducted Tour of Diabetes Camp

* * *

The Tennessee Diabetes Association wishes to

acknowledge contributions by the Charles Pfizer

and Co., Inc. and The Upjohn Co.

This program is acceptable for four hours of

Category One (1) credit for members of

A.A.G.P.
* * *

TENNESSEE ACADEMY OF
OTOLARYNGOLOGY
THURSDAY, APRIL 18, 1968

Silver Ballroom Read House

12:00 Noon

Luncheon and Business Session

with Ophthalmology Section

(Following luncheon and business meeting, the

scientific program for the ENT Section will be
held in Parlor E of the Read House, beginning

at 2:00 P.M.)

SCIENTIFIC MEETING
Parlor E Read House

2:00 P.M.

“The Present Status of Laryngeal Transplants”

By: Thermon Crocker, M.D., Wayne Martin,

M.D. and Edwin N. Rise, M.D., Memphis

2:30 P.M.

Case Report: “Congenital Subglottic Laryngeal
Cyst”

By: Douglas Chamberlain, M.D., Chattanooga

2:45 P.M.

“Dermal Graft: Its Application in Otolaryngology”

By: Perry McCallen, M.D., and Edwin N. Rise,

M.D., Memphis

3:15 P.M.

Coffee Break—Visit Exhibits
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3:30 P.M.

Case Report: “Mycotic Aneurysm and Rupture of

the Carotid Artery into Hypopharynx
Following Irradiation”

By; Paul H. Ward, M.D., Reuben Setliff, M.D.,

and Ralph J, Lampert, M.D., Nashville

3:45 P.M.

“Sinusitus in Children”

By: Sam H. Sanders, M.D., Memphis

4:15 P.M.

“The Larynx in Cri du Chat Syndrome” (Motion

Picture)

By: Paul H. Ward, M.D., Eric Engel, M.D., and
Walter Nance, M.D., Nashville

^ ^ ^

TENNESSEE THORACIC SOCIETY
THURSDAY, APRIL 18, 1968

Chestnut Room Read House

Joint Meeting with the

TENNESSEE CHAPTER—AMERICAN COLLEGE
OF CHEST PHYSICIANS

12:00 Noon

Luncheon

1:00 P.M.

Business Meeting

SCIENTIFIC PROGRAM

1:30 P.M.

“Current Therapy of Emphysema”

By: Theodore H. Noehren, M.D., Buffalo Gen-
eral Hospital, Buffalo, New York

2:00 P.M.

(Discussion)

2:15 P.M.

Intermission to Visit Exhibits

2:45 P.M.

“Are Tuberculosis Hospitals Really Necessary?”

By: Alfonso H. Holguin, M.D., Chief, Tubercu-
losis Program, National Communicable Dis-

ease Center, Atlanta, Ga.

3:15 P.M.

Discussion by Earl P. Bowerman, M.D., Direc-

tor, West Tennessee Tuberculosis Hospital,

Memphis

3:30 P.M.

(Discussion)

4:00 P.M.

Adjournment

WOMAN’S AUXILIARY TO THE
TENNESSEE MEDICAL

ASSOCIATION
APRIL 18-20, 1968

CONVENTION HEADQUARTERS

HOLIDAY INN-DOWNTOWN
40th Annual Convention

Thursday, April 18, 1968

2:00 P.M.-4:00 P.M.

Registration

Lobby—Holiday Inn-Downtown

Special Committee Meetings (Awards, Finance,

Revisions)—President’s Suite, Holiday Inn-

Downtown

Arts and Crafts Exhibit and Hospitality Room

—

Main Floor, Meeting Room No. 1

^ ^

IMPACT BANQUET
8:00 P.M.

PATTEN HOTEL

(TENNESSEE-ALABAMA ROOM)

^ SjJ

TENNESSEE OBSTETRICAL AND
GYNECOLOGICAL SOCIETY

THURSDAY, APRIL 18, 1968

6:30 P.M.

Social Hour and Banquet

Holiday Inn-Downtown

Friday, April 19, 1968

SCIENTIFIC MEETINGS
General Scientific Program

Silver Ballroom Read House

Presiding: Edward T. Newell, Jr., M.D., Chatta-

nooga, President-Elect, Tennessee
Medical Association

9:00 A.M.

PANEL
“Therapeutic Abortion”

Moderator: James W. Ellis, M.D., Nashville,

Practicing Obstetrician and Gyne-
cologist and Assistant Professor of

Clinical Obstetrics and Gynecology
at Vanderbilt University School of

Medicine
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Panelist

Subject: “The Role of the Obstetrician-Gynecolo-

gist in Therapeutic Abortion”

By: Stewart A. Fish, M.D., Professor

and Chairman, Department of Ob-
stetrics and Gynecology, University

of Tennessee College of Medicine,

Memphis

Subject: “Therapeutic Abortion from the View-
point of a Doctor Legislator”

By: Dorothy L. Brown, M.D., Nashville

Member, Tennessee General As-
sembly

Subject: “Legal Aspects of Therapeutic Abortion”

By: Mr. Charles L. Cornelius, Jr., At-
torney, Nashville

Subject: “Religious and Moral Attitudes Toward
Therapeutic Abortion”

By: Reverend D. P. McGeachy, Nash-
ville; Minister, Westminster Pres-
byterian Church

10:30 A.M.

Intermission to Visit Exhibits

11:00 A.M.

“Briefing on Research in Aerospace Medicine”

By: James F. Culver, Colonel, USAF, MC, Aero-
space Medical Division, Brooks Air Force
Base, Texas

11:30 A.M.

“Newer Concepts of Battle Casualties in Viet Nam”
By: Norman Rich, Major, MC, Walter Reed

General Hospital, Washington, D. C.

SPECIALTY SOCIETIES
TENNESSEE CHAPTER—
AMERICAN COLLEGE OF

SURGEONS
FRIDAY, APRIL 19, 1968

12:00 Noon

COUNCIL
Meeting and Luncheon

Parlor D—Read House

GENERAL MEETING
Silver Ballroom Read House

(All physicians attending the TMA meeting are

invited to attend the scientific sessions of the

Tennessee Chapter, American College of Sur-

geons.)

SCIENTIFIC PROGRAM
President: Rollin A. Daniel, Jr., M.D., F.A.C.S.,

presiding.

1:15 P.M.

PANEL
“Immune Reaction in Surgery”

Moderator: Charles F. Zukoski, M.D., F.A.C.S.,

Department of Surgery, V.A. Hospi-
tal and Vanderbilt University School

of Medicine, Nashville

Panelist

Subject: “Auto-immune Response and Surgical
Diseases”

By: Edward H. Storer, M.D., F.A.C.S.,

Department of Surgery, University

of Tennessee College of Medicine,

Memphis

Subject: “Immune Response in Cancer Patients”

By: Vernon H. Reynolds, M.D., F.A.C.S.,

Department of Surgery, Vanderbilt

University School of Medicine,
Nashville

Subject: “Organ Transplantation”

By: Charles F. Zukoski, M.D., F.A.C.S.,

Department of Surgery, V.A. Hos-
pital and Vanderbilt University
School of Medicine, Nashville

(Discussion)

2:15 P.M.

Intermission—Visit Exhibits

2:45 P.M.

GUEST SPEAKER
DAVID C. SABISTON, JR., M.D., F.A.C.S.,

DURHAM, N. C.

“PROBLEMS IN THE DIAGNOSIS AND MAN-
AGEMENT OF PULMONARY EMBOLISM”

Dr. Sabiston is Professor of Surgery and Chair-

man of the Department of Surgery, Duke Uni-

versity School of Medicine

3:45 P.M.

“Airways, Ventilation, and Ventilators”

By: Sumpter Anderson, M.D., D.A.B.A., Nash-

ville; David P. Hall, M.D., F.A.C.S., Chatta-

nooga
(Discussion)

4:30 P.M.

Business Meeting

(Members Only—Executive Session)

Combined Hospitality Hour and Banquet

with

Tennessee State Society of Anesthesiologists

6:30 P.M.

HOSPITALITY HOUR

Continental Room—Read House

Hosts: Chattanooga Anesthesiologists and

Chattanooga Academy of Surgeons



March. 1968 SPECIAL SECTION 293

7:30 P.M.

BANQUET

Silver Ballroom—Read House

GUEST SPEAKER

HENRY M. JOHNSON, Ph.D., LOUISVILLE,

KENTUCKY

“HOW TO KEEP FROM GOING NUTS IN A
NUTTY WORLD”

TMA members and their guests are invited to at-

tend the Hospitality Hour and Banquet. Make
reservations early. Tickets available at registra-

tion desk.

4: 4:

TENNESSEE STATE
ORTHOPAEDIC SOCIETY

FRIDAY, APRIL 19, 1968

SCIENTIFIC PROGRAM

Parlor H Patten Hotel

1:00 P.M.

SYMPOSIUM: “SCOLIOSIS”

Intermission to Visit Exhibits

Following intermission, the scientific program
will continue throughout the afternoon to 5:00

P.M. with presentations by members of the So-
ciety.

(The above subject to change by
Program Committee)

Hi SH

TENNESSEE ACADEMY OF
OPHTHALMOLOGY
FRIDAY, APRIL 19, 1968

Continental Room Read House
12:00 Noon

LUNCHEON AND PANEL DISCUSSION
Panelists: Wallace H. Faulk, Jr., M.D., Nash-

ville

Roger L. Hiatt, M.D., Memphis
David Paton, M.D., Baltimore, Md.

1:15 P.M.

Business Meeting

SCIENTIFIC PROGRAM
1:55 P.M.

Meeting Called to Order

By: John E. Campbell, Jr., M.D., Vice President

2:00 P.M.

“Abiotrophic External Ophthalmoplegia and Ret-

inoschisis”

By: Robert Nevins, M.D. (and)
James H. Elliott, M.D., Nashville

2:20 P.M.

GUEST SPEAKER
DAVID PATON, M.D., BALTIMORE, MD.

“Miscellaneous Modifications of

Various Surgical Techniques”

3:15 P.M.

Intermission to Visit Exhibits

3:30 P.M.

“Reconstructive Surgery of the Eyelids”

By: Thomas O. Wood, M.D. (and)

Roger L. Hiatt, M.D., Memphis

3:50 P.M.

“Retrospective Study of 300 Corneal Contact Lens
Cases”

By: Abraham P. Cheij, M.D. (and)

Lee R. Minton, M.D., Nashville

4:10 P.M.

“Blowout Fractures of the Orbit”

By: John M. Omohundro, HI, M.D. (and)
James H. Elliott, M.D., Nashville

Hi

TENNESSEE OBSTETRICAL AND
GYNECOLOGICAL SOCIETY

FRIDAY, APRIL 19, 1968

Chestnut Room Read House

12:00 Noon

Luncheon

Business Meeting

SCIENTIFIC PROGRAM

President’s Address:

“Current Concept of Amniotic Fluid Embolus”

By: Stewart A. Fish, M.D., Professor and Chair-

man, Department of Obstetrics and Gyne-
cology, University of Tennessee School of

Medicine, Memphis

“Acute Pancreatitis in Obstetrics and Gynecology”

By: Bruce Walker, M.D., Department of Obstet-

rics and Gynecology, University of Tennes-
see Memorial and Research Center, Knox-
ville

“Inversion of the Uterus”

By: John C. McKenzie, M.D., Athens

“Mesonephroma of the Vagina”

By: Robert R. Hughes, M.D., Associate Profes-

sor, Obstetrics and Gynecology, University

of Tennessee School of Medicine, Memphis

“Sexuality”

By: Robert Demos, M.D., Chattanooga
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TENNESSEE ACADEMY OF
OTOLARYNGOLOGY
FRIDAY, APRIL 19, 1968

Continental Room Read House

12:00 Noon

Luncheon and Business Session

with Ophthalmology Section

(Following luncheon and business meeting, the

scientific program for the ENT Section will be
held in Parlor E of the Read House, beginning
at 2:00 P.M.)

SCIENTIFIC MEETING
Parlor E Read House

2:00 P.M.

“Surgical Treatment of Bilateral Abductor Paraly-

sis of the Larynx”

By: William L. Downey, M.D. (and)

William G. Kennon, Jr., M.D., Nashville

2:30 P.M.

“An Introduction to the Study of Vertigo”

By: Jose C. Gros, M.D., Memphis

3:00 P.M.

“The Cody Tack Operation for Endolymphatic
Hydrops”

By: John J. Shea, M.D., Memphis

3:30 P.M.

Coffee Break—Visit Exhibits

3:45 P.M.

Case Report: “Boeck’s Sarcoid Presenting in the

Nose”

By: Herbert Duncan, M.D., Nashville

4:00 P.M.

“Tympanoplasty”

—

Round Table Discussion

(Participants to be announced later.)

* * *

TENNESSEE DISTRICT BRANCH—
AMERICAN PSYCHIATRIC

ASSOCIATION
FRIDAY, APRIL 19

12:00 Noon

LUNCHEON
Georgia Room—Patten Hotel

BANQUET
FRIDAY EVENING, APRIL 19

7:00 P.M.

Moccasin Bend Psychiatric Hospital

TENNESSEE ACADEMY OF

PREVENTIVE MEDICINE AND
PUBLIC HEALTH

TENNESSEE DISTRICT BRANCH—
AMERICAN PSYCHIATRIC

ASSOCIATION

and

TENNESSEE INDUSTRIAL

MEDICAL ASSOCIATION

FRIDAY, APRIL 19, 1968

1:30 P.M.-2:00 P.M.

Visit Exhibits

SCIENTIFIC PROGRAM

Exhibit Hall Patten Hotel

Presiding: James L. Craig, M.D.

2:00 P.M.

“Drug Abuse in Teenagers and Young Adults”

By: Jimmie D. Hawthorne, M.D., Chief, Profes-

sional Services Branch, Clinical Research

Center, N.I.M.H., Lexington, Kentucky

2:30 P.M.

“Behavior Therapy”

By: Aldo R. Bevilacqua, M.D., and J. Lee
Rutschman, M.D., Staff Psychiatrists, Ten-
nessee Psychiatric Hospital and Institute,

Memphis

3:00 P.M.

“Lead Encephalopathy in Chronic Alcoholic Pa-

tients”

By: James S. Cheatham, M.D., Attending Psy-
chiatrist, The Baroness Erlanger Hospital,

Chattanooga

3:00 P.M.-4:00 P.M.

Discussion

TENNESSEE NEUROSURGICAL
SOCIETY

FRIDAY, APRIL 19, 1968

Parlor B Read House
SCIENTIFIC PROGRAM
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2:00 P.M.

“The Application of Ultra-Sound in Neurosurgery”

By: Peter Dyck, M.D., Los Angeles, California

General Discussion by Members and Guests

3:45 P.M.

Business Meeting

* * *

WOMAN’S AUXILIARY OF THE
TENNESSEE MEDICAL

ASSOCIATION
FRDDAY, APRIL 19, 1968

Holiday Inn-Downtown

PROGRAM

8: A.M.-4:30 P.M.

Registration—Lobby

8:00 A.M.-9:45 A.M.

Pre-Convention Board Breakfast

Main Floor—Meeting Room No. 2

10:00 P.M.-12:30 P.M.

General Business Session

North Ballroom

Arts and Crafts Exhibit and Hospitality Room

—

Main Floor, Meeting Room No. 1

* * *

TENNESSEE STATE SOCIETY OF
ANESTHESIOLOGISTS

FRIDAY, APRIL 19, 1968

Combined Hospitality Hour and Banquet
with

Tennessee Chapter, American College of Surgeons

6:30 P.M.

HOSPITALITY HOUR
Continental Room—Read House

7:30 P.M.

BANQUET
Silver Ballroom—Read House

Saturday, April 20, 1968

1:00 P.M.

House of Delegates

Continental Room, Read House

Hotel—Chattanooga

General Scientific Program

Silver Ballroom Read House

Presiding: K. M. Kressenberg, M.D., Pulaski

President, Tennessee Medical Associ-

ation

9:00 A.M.

PANEL

“How Will The Regional Medical Program Affect

the Private Practice of Medicine”

Moderator: W. O. Vaughan, M.D., Nashville

Panelists: Stanley W. Olson, M.D., Nashville,

Director Tennessee and Mid-South
Regional Medical Program
James W. Culbertson, M.D., Mem-
phis, Director Memphis Regional
Medical Program

10:00 A.M.

“The Physician’s Role in Patient Care”

By: Eugene A. Stead, Jr., M.D., Duke Univer-
sity Hospital, Durham, North Carolina

10:30 A.M.

Intermission to Visit Exhibits

11:00 A.M.

“The Nursing Shortage—Myth or Reality”

By: Luther Christman, Ph.D.

Dean, School of Nursing

Vanderbilt University, Nashville

11:30 A.M.

“Tax Reductions Through Savings”

By: The Honorable Eugene J. Keogh, New York
City, Former member of Congress

Author of the Keogh Bill (H.R. 10)

SPECIALTY SOCIETIES

TENNESSEE RADIOLOGICAL

SOCIETY

SATURDAY, APRIL 20, 1968

Parlor H Patten Hotel

12:00 Noon

Luncheon
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SCIENTIFIC PROGRAM

1:30 P.M.

“Cervical Spine Injuries, Roentgen Evaluation”

By: Don C. Weir, M.D., Director of Radiology,

St, Louis City Hospital and St. Mary’s Hos-
pital and Acting Chairman, Department of

Radiology, St. Louis University School of

Medicine

2:30 P.M.

Intermission—Visit Exhibits

3:00 P.M.

Business Meeting

* :!:

TENNESSEE STATE SOCIETY OF
ANESTHESIOLOGISTS

SATURDAY, APRIL 20, 1968

Parlor E Read House

12:00 Noon

Luncheon

SCIENTIFIC PROGRAM

1:00 P.M.

“The Management of Respiratory Insufficiency

Under Anesthesia”

By: Peter B. Bosomworth, M.D., Professor of

Anesthesiology, University of Kentucky Col-

lege of Medicine, Lexington, Kentucky

2:00 P.M.

Intermission to Visit Exhibits

2:30 P.M.

Business Meeting

He *

TENNESSEE PEDIATRIC SOCIETY
and

TENNESSEE ACADEMY OF
GENERAL PRACTICE

SATURDAY, APRIL 20, 1968

Chestnut Room Read House

12:00 Noon

LUNCHEON

1:00 P.M.

SCIENTIFIC PROGRAM
“Pediatric Surgical Decisions in Office Practice”

By: JuDSON Randolph, M.D., Professor of Sur-
gery, Washington University School of Med-
icine; Surgeon-in-Chief at Children’s Hos-
pital, Washington, D. C.; Consulting Surgeon
to the National Institutes of Health, Walter
Reed Army Medical Center, and the Na-
tional Naval Medical Center

3:00 P.M.

Intermission to Visit Exhibits

3:30 P.M.

Business Meeting

.-J; sk

TENNESSEE SOCIETY OF
PATHOLOGISTS

SATURDAY, APRIL 20, 1968

Parlor G Patten Hotel

12:00 Noon
Dutch Treat Luncheon

SCIENTIFIC PROGRAM

1:00 P.M.

“Red Cell Abnormality as a Manifestation of Vas-
cular Disease”

By: L. W. Diggs, M.D. (and)

Luis Barreas, M.D., Memphis

1:25 P.M.

“Obstructive Ureteral Endometriosis: Case Report”

By: James A”^ Rising, M.D. (and)

Howard B. Hasen, M.D., Memphis

1:45 P.M.

“New Acid Base Ratio Alignment Nomogram”
By: Elgin P. Kintner, M.D., Maryville

2:00 P.M.

“Fibroxanthomas of the Skin”

By: James A. Pitcock, M.D., Memphis

2:20 P.M.

Intermission to Visit Exhibits

2:55 P.M.

“The Development of a Reliable Gram Stain for

Bacteria in Tissue Sections”

By: Robert C. Brown, M.D., Oak Ridge (and)

Howard C. Hopps, M.D., Washington, D. C.

3:10 P.M.

“Hypochromic Refractory Anemias”

By: E. Eric Muirhead, M.D., Memphis

3:30 P.M.

“Colitis Cystica Profunda”

By: Fenton L. Scruggs, M.D, (and)

John K. Duckworth, M.D., Memphis
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3:50 P.M.

“Desk Top Computer Application to Clinical

Laboratory Calculations”

By: Daniel F. Beals, M.D., Knoxville

Mr. Richard Collins

4:10 P.M.

Business Meeting

t- H:

WOMAN’S AUXILIARY OF THE
TENNESSEE MEDICAL

ASSOCIATION
SATURDAY, APRIL 20, 1968

Holiday Inn-Downtown

PROGRAM

9:30 A.M.-12:00 Noon

Registration—Lobby

7:30 A.M.-8:15 A.M.

1968-69 Board Breakfast

Presiding: Mrs. A. L. Jenkins

Main Floor—Meeting Room No. 2

8:30 A.M.-12:00 Noon
General Business Session

North Ballroom

1:00 P.M.

ANNUAL LUNCHEON
South Ballroom

Arts and Crafts Exhibit and Hospitality Room

—

Main Floor, Meeting Room No. 1

^

TO ALL MY PATIENTS
you to discuss frankly

any cjuestions regarding

^^^J^^ervices or my fees.

medical service is based

JAXony^friendly mutual under-

°_2^standing between doctor and patient

This attractive office plaque, available from the

American Medical Association, will encourage
better understanding between you and your
patients. Suitable for wall or desk display, the

plaque measures 6" x IOI/
2
". The lettering Is

white on a dark brown background and the

frame is durable beige plastic. The plaque Is

designed to blend well with any office decor.

Cost of the plaque is $1.25, postpaid. To
place your order, write to the Order Depart-

ment, American Medical Association. Make
check payable to the AMA.

AMERICAN MEDICAL ASSN.

535 North Dearborn St. • Chicago, III. 60610
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akobnlkn:
B and C vitamins aid therapy. Therapeutic amounts of B and C vitamins can

»

be important in the management of the alcoholic patient. In alcoholism, as in
j

many chronic illnesses, STRESSCAPS vitamins aid therapy.
i

ii

Each capsule contains: '

Vitamin B] (as Thiamine Mononitrate) 10 mg
|

Vitamin Bj (Riboflavin) 10 mg
Vitamin B^ (Pyridoxine HCI) 2 mg
Vitamin B ]2 Crystalline 4 mcgm :

Vitamin C (Ascorbic Acid) 300 mg
Niacinamide 100 mg

I

Calcium Pantothenate 20 mg
|

Recommended intake: Adults, 1 capsule
|i

daily, for the treatment of vitamin deficien-

cies. Supplied in decorative “reminder”
jars of 30 and 100; bottles of 500. :

LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York
691—6—3942



Resume of Board of Trustees Actions
January 13-14, 1968

APPOINTMENT OF NOMINATING COMMITTEE ... As required in Chapter V,

Section 2 of the By-Laws, the Nominating Committee for 1968 was ap-
pointed from the list of certified delegates from the country societies.
The following physicians were named to constitute the Nominating Commit-
tee: East Tennessee - Drs. John H. Burkhart, Knoxville; Frank B. Graham,
III, Chattanooga; and E. Kent Carter, Kingsport. Middle Tennessee —
Drs. Chas. C. Trabue, IV, Nashville; Joseph L. Willoughby, Franklin; and
Billy T. Hall, Clarksville. West Tennessee — Drs. Harold B. Boyd, Mem-
phis ; Lee Rush, Jr., Somerville; and Byron 0. Garner, Union City.

The secretaries of all county medical societies in the state have been
notified of the composition of the Nominating Committee.

vt. U. «1* OL.

DIRECTORS NAMED FOR IMPACT BOARD . . . The Board of Directors for In-

dependent Medicine’s Political Action Committee — Tennessee, were named
as follows: First District — Alvin S. Crawford, M.D., Bristol; Second
District — Richard C. Sexton, Jr., M.D., Knoxville; Third District —

Paul V. Nolan, M.D., Chattanooga; Fourth District — Claude M. Williams,
M.D., Cookeville; Fifth District - I. A. Nelson, M.D., Nashville; Sixth
District - Halden W. Hooper, M.D., Gallatin; Seventh District - Lee Rush,

Jr., M.D., Somerville; Eighth District - Tom W. Johnson, Jr., M.D.,

Dyersburg ; Ninth District — Thomas K. Creson, M.D., Memphis.

DISTINGUISHED SERVICE AWARDS . . . The Board considered names submitted
to receive the Distinguished Service Awards. The Board of Trustees will
make one award at the 1968 Annual Meeting to the recipient of the Dis-
tinguished Service Award. The recipient will be made known at the Pres-
ident's Banquet on the Evening of April 20th, at the Annual Meeting in

Chattanooga.

^

COMMITTEE APPOINTMENTS . . . Appointments to the Standing and Special
Committees of the Association for 1968-69 were tentatively made. The
appointments will be finally approved and become effective following the
annual meeting in April.

^ ^

REPORT TO THE BOARD BY A SPECIAL COMMITTEE TO STUDY REVISIONS IN THE
ABORTION STATUTES . . . Pursuant to Resolution No. 17, adopted by the



HEALTH PLANNING COUNCIL NAMED . . . Governor Buford Ellington has
named 37 persons to the Tennessee State Health Planning Council which
will serve in an advisory capacity to the Department of Public Health
under the new comprehensive health planning law. A new division of the
department called Division of Health Services Planning has been formed
to implement the law and is under the direction of H. P. Hopkins, Ph.D.
Nineteen members of the Council represent consumers with eighteen repre-
senting providers of services. The following eight physicians were
named; Drs. Eugene W. Fowinkle, Harold B. Boyd and Edward W. Reed, all
of Memphis, G. Baker Hubbard of Jackson, Lloyd C. Elam of Nashville,
Kenneth M. Kressenberg of Pulaski, William A. Hensley, Jr. of Cookeville
and Charles C. Smeltzer of Knoxville.

Tf,

MEDICARE AMENDMENTS . . . Several important Medicare amendments have
been adopted that will affect individual physicians. The new law per-
mits payment either to the patient on the basis of an itemized bill
(either receipted or unpaid) or to the physician under the present as-
signment method. Previously, payment could be made only on assignment
to the physician or to the patient on presentation of a receipted bill.

Hospital outpatient diagnostic services are transferred from Part A to

Part B which makes them subject to the $50 deductible and 20% co-

insurance. Physician certification of the medical necessity for hos-
pital outpatient services and admissions to general hospitals is no
longer required. Payment of full reasonable charges for radiological or

pathological services furnished to hospital inpatients is permitted.
Previously, a 20% co-insurance factor and $50 deductible feature ap-
plied. Refer to your recent issue of the ”TMA Transmitter” for a full
explanation of all changes in the Medicare law.

SERIOUS BLOW TO MEDICAL ORGANIZATIONS . . . Other non-profit groups,

have been dealt by Internal Revenue Service ’

s

' ruling that net advertis-
ing profits of non-profit association publications (includes TMA Journal

advertising income) and other similar income, are to be taxed at federal
corporate income tax rate of 48%. Other groups include National Geo-

graphic Society, Labor Unions, and many others. Four bills are now be-

fore the Congress, in the Ways and Means Committee, any of which, if

adopted, would offset the ruling by IRS.

Ol. .Jl.^ ^ ^

CAN YOU AFFORD YOUR PROSE? . . . According to an article appearing in

Nation’s Business, economy-minded physicians will think twice before

asking their Girl Friday to whip out pencil and dictation pad. It will

cost $2.49 to get that letter on paper and into the mail, the Dartnell

Corporation, Chicago, figures. They break it down like this; average

cost, stenographic expense, 94c; overhead, 61c; lost motion, 20c; mail-

ing, 15c filing, 10c; materials, 7c and other expense, 42c. Total,

$2.49. Since 1953, the cost of a letter has risen from $1.17 to $2.49.

A difference of $1.32. That’s clue how all office costs have risen.

TMA'S 1968 ANNUAL MEETING . . . Chattanooga, April 18-20, will have

something interesting and informative for every doctor. Better start

now to make plans to attend and participate. COMPLETE ANNUAL MEETING

PROGRAM IS PUBLISHED IN THIS ISSUE OF THE TMA JOURNAL.
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As you must know from this issue, the Annual Meeting of the
Tennessee Medical Association will be held April 18, 19 and 20.

The format of the general program will include two panels,
one each Friday and Saturday morning, guest speakers, and ques-
tion and answer sessions which will permit maximum participa-
tion by members in the audience. We think we have a good pro-
gram for this meeting. Our guest speakers will discuss such sub-
jects as Research in Aerospace Medicine—Newer Concepts of Battle
Casualties in Vietnam and The Physician's Role in Patient Care.
Others wiU speak on such timely and interesting subjects as “The
Nursing Shortage—Myth or Reality," and a socio-economic subject
entitled “Tax Reductions Through Savings." On this latter subject,

Mr. Eugene J. Keogh, a former member of Congress from New York, the author of the
Keogh Bill, will be the speaker.

How many of us are really aware of the tremendous advances in the science of medi-
cine which have occurred since the beginning of our practice? Our Annual Meeting is

a vibrant expression of a continuing effort to provide our members, as well as all of the
medical profession within reach, with up-to-date reviews, procedures and techniques as

well as evaluation of the old ones. The Woman’s Auxiliary will be conducting their

annual meeting simultaneously with the TMA.

The practice of medicine has become so complex, diversified, and specialized, that the
Program Committee for the general presentations has selected current topics that will be
of interest to all physicians and which will prove of value to the majority of those who
attend.

The 1968 session will begin on Thursday afternoon and will continue through Saturday
evening. Sixteen specialty organizations have arranged their annual meetings simul-
taneously with TMA. In this way, many physicians will be able to “kill two birds” with
one trip. Your attendance at this meeting will help you meet these new challenges with
the least expenditure of time, effort, and money; yet affording you an opportunity to

renew acquaintances and confer with your colleagues throughout the State. Let us all

make this occasion an opportunity to rededicate ourselves to the unchanging basic prin-

ciples which form the foundation of medical practice and strive to serve with greater
credit and benefit.

It has been a real privilege to serve as your 79th President during the past year. I am
grateful to those of you who have expressed your support of my efforts. I can only say
that all of my actions since my inauguration one year ago were based upon policies

adopted by our House of Delegates or approved by the Board of Trustees. I wish all of

you both pleasure and profit as a result of this year’s 133rd Annual Meeting.

The 1968 TMA meeting will be one of the most outstanding in our long history. You
will find in this issue of the Journal the program to be presented.

Hope to see you in Chattanooga April 18th through the 20th.

Dr. Kressenberg

Sincerely,

President
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EDITORIAL
THE PACKAGE INSERT

In the December 7, 1967, issue of the New
England Journal of Medicine (page 1253),

the reader who is interested will find a brief

discussion which makes him stop and pon-

der. The discussion deals with a topic

which may be the harbinger of more to

come with the ultimate death-knell of

professional freedom in certain areas.

The story is told by Neil L. Chayet, LL.B.

of the Law-Medicine Institute of Boston

University.

It appears that several years ago a New
York dentist injected lidocaine (Xylocaine)

with epinephrine into a woman who had

hypertension. She died shortly thereafter.

Her estate brought suit against the dentist.

No professional person could be found to

testify that there had been negligence.

However, the jury was permitted to find

against the dentist upon the fact that the

package insert stated that lidocaine with

epinephrine may be contraindicated in hy-

pertension. Thus, a package insert su-

perseded testimony of a medical expert]

When Dr. Walter Modell, of the Depart-

ment of Pharmacology of Cornell Univer-

sity Medical College published a damning
editorial* upon “FDA Censorship” the con-

troversy over the package insert was begun
with answers by representatives of the

Food and Drug Administration.

In essence the package insert hangs over

the prescribing doctor’s head if he deviates

from its recommendations, and the FDA be-

comes the arbiter of dosage and contraindi-

cations. If he deviates from the insert’s rec-

ommendations he might become liable if

untoward results developed. The point

under focus, is whether the FDA should

have this dictatorial power, implying that

all those in research and editors of journals

have inferior information.

Mr. Chayet indicates that Dr. Modell has

cited a blunt statement from the legal de-

partment of the Food and Drug Administra-

tion that authors and editors who have

written, approved and published drug dos-

age at variance with the package insert are

liable to damages to the patient and phar-

maceutical manufacturer. In fact, the di-

rector of the FDA’s Bureau of Medicine, Dr.

Herbert L. Ley, suggests for researchers and

authors to print a footnote stating, “The

drug dosages recommended herein represent

the author’s opinion of appropriate dosages

based on his clinical experiences. The
reader is referred to the package insert for

the products for significant details regard-

ing usual dosage, side effects, contraindica-

tions and warnings.”

Mr. Chayet states that “it is most essen-

tial to maintain neutrality so that dosage,

contraindications and other details can be

decided on their merits. The package in-

sert, although extremely important and an

invaluable guide, ought not to have the final

say but should rather stand on an equal

footing with other reliable publications and

research reports.” Therefore he suggests

that all package inserts might contain the

following footnote: “The drug dosages rec-

ommended herein represent the Food and

Drug Administration’s opinion of appropri-

ate dosages based on its clinical experience.

The reader is referred to other reliable

sources for significant details regarding

*Modell, Walter: FDA Censorship, Clin. Pharm-
acol & Therap. 8:359, 1967.
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usual dosage, side effects, contraindications

and warnings.”

However, when all this is said and done,

one reflects that the cinch encircling free-

dom of thought and judgment has been
pulled tighter by another notch.

R.H.K.

IN MEMORIAM

Norris, Robert Lee, Clarksville. Died January

9, 1968, Age 92. Graduate of University of

Tennessee College of Medicine, 1900. Member of

Montgomery County Medical Society, 1926-48.

Paschall, Elisha B., Paris. Died January 22,

1968, Age 83. Graduate of University of Tennes-
see College of Medicine, 1914. Member of Henry
County Medical Society.

Rossett, Nathaniel, Edward, Memphis. Died
January 19, 1968, Age 58. Graduate of Yale Uni-
versity School of Medicine, 1938. Member of

Memphis-Shelby County Medical Society.

Rise, Edwin Norman, Memphis. Died January
28, 1968, Age 38. Graduate of University of Ar-
kansas School of Medicine, 1955. Member of

Memphis-Shelby County Medical Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Knoxville Academy of Medicine

The scientific program for the meeting of

the Academy on February 13th was pre-

sented by Dr. Charles M. Wender and spon-

sored by the East Tennessee Heart Associa-

tion. Dr. Wender’s subject was “Atrial

Myxoma.”
Dr. Edward Buonocore, Chief, Depart-

ment of Radiology, University of Tennessee

Memorial Research Center and Hospital,

was the clinic speaker. Subject for the

clinic was “Further Evaluation of the Jaun-

diced Patient (Percutaneous Cholangiogra-

phy) .”

On February 15th, members of the Acad-

emy participated in a groundbreaking cer-

emony celebrating the beginning of the con-

struction of a $150,000 addition to the pres-

ent Academy of Medicine Building, and re-

modeling of the present historical structure.

The addition will include an auditorium

with seating capacity of 350, dining room,

office, museum and library. The audito-

rium will be used for meetings of the KAM,
but will be open to other professional or-

ganizations and medical groups.

Memphis-Shelby County
Medical Society

The Society met in regular session in the

auditorium of the Institute of Pathology,

University of Tennessee, on February 6th.

The scientific program, sponsored by the

Memphis Heart Association, was entitled

“Enzymatic Abnormalities in Heart & Liver

Diseases” and was presented by John S.

LaDue, M.D., Ph.D., Faculty of Cornell Uni-

versity, New York City.

A session of the Society’s House of Dele-

gates followed the scientific program at 8:00

P.M.

Chattanooga-Hamilton County
Medical Society

Congressman Bill Brock was guest

speaker at a dinner meeting held on March
5th for members of the Chattanooga-Hamil-

ton County Medical Society and their

wives.

West Tennessee Consolidated

Medical Assembly

On Tuesday night, January 2nd, the West
Tennessee Consolidated Medical Assembly
met at the New Southern Hotel in Jackson.

The speaker was Dr. Robert U. Utterback,

Chief of Neurology of the University of

Tennessee College of Medicine. His subject

was “Stroke Diagnosis and Treatment.”

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

Dr. Dwight L. Wilbur, president-elect of

the American Medical Association, warned

that physicians will resist any effort to es-

tablish national medical standards under

the Regional Medical Programs. But he

predicted that the medical profession would

cooperate enthusiastically if the programs
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are carried out on a voluntary cooperative

basis.

Dr. Wilbur spoke at a conference on Re-

gional Medical Programs sponsored by the

Department of Health, Education and Wel-

fare. “If the program in fact is clearly one

designed to catalyze and to facilitate the de-

velopment of better programs than now
exist to serve patients and their physicians,

it will undoubtedly receive enthusiastic

cooperation from the medical profession

and related groups,” Dr. Wilbur said. “We
know that the law and its legislative his-

tory stress the voluntary cooperative nature

of the program and that interference with

existing patterns is specifically prohib-

ited. . . .

“Unlike many other countries, our nation

has reached its preminence in many areas

of activity because of this unique combina-

tion of multiple independent focal points of

activity cooperating on a voluntary basis to

achieve a commonly desired goal. ... If

RMP maintains its current emphasis on the

working together of regional groups, it will

fulfill its purpose of improving the quality,

accessibility and availability of health care,

physician and institutional performance,

and consumer satisfaction. . . . “On the

other hand, if RMP becomes an instrument

for the establishment of national standards

with the coercive compliance compelled by

such standards, it will arouse nationwide

resistance from physicians, institutions, and

allied health professionals. What can be

gained by cooperation and meaningful

participation will surely be lost if the use of

coercive power, which for the moment lies

dormant in Public Law 89-239, becomes its

dominant characteristic. . . . “RMP is in a

strategic position to bring about changes ac-

ceptable both to physicians and their pa-

tients that will improve performance and

patient satisfaction without undermining

patterns of behavior that are traditional,

and, more significant, considered by the

medical profession essential to the preserva-

tion of high quality care.”

The American Medical Association told

Congress that weight reduction is a leading

health area for quackery. The AMA posi-

tion on weight reduction, particularly as

so-called diet pills are involved, was out-

lined by Drs. Theodore B. Van Itallie of

New York, N.Y., a member of the Council

on Foods and Nutrition, and Harry C. Shir-

key of Birmingham, Ala., vice chairman of

the Council on Drugs, in testimony before

the Senate Antitrust and Monopoly Sub-

committee.

The subcommittee was investigating re-

ports that some osteopaths and physicians

were making large incomes from assembly-

line administration of multi-colored “diet”

pills containing such drugs as barbiturates,

thyroid extract, amphetamines, thiazine, di-

uretics, laxatives and various hormones.

Officials of Illinois and Oregon testified

that such pills were involved in at least 20

deaths in their states.

Dr. Van Itallie testified: “Perhaps in no
other area of health and medical problems
do we encounter as much food faddism and
quackery.” “The obese are extremely gulli-

ble, forever willing to believe that someday
a gadget, a diet, a pill, or a book will lead to

the miracle of easy and painless reduction

of weight. While most of the quackery orig-

inates with health hucksters who have no
scientific background, training, or qualifica-

tions in the medical or nutritional fields, un-

fortunately a physician is occasionally in-

volved.

“The American Medical Association has

long utilized its various publications to

bring to the profession and the public up-

to-date information on the latest scientific

advances in the area of obesity control. It

frequently focuses attention upon those ir-

regular practitioners and faddists who prey

upon the unsuspecting public. As the na-

tional voice of Medicine, we believe that it

is incumbent upon us to help protect the

public from those practices which have the

potential of adversely affecting the public

health. ... A physician who assumes the

responsibility for treating obesity takes on a

difficult role. Few other medical disorders

require the same disciplined and prolonged

cooperation of the patient in their treat-

ment. Even under the best of circum-

stances, the results of treatment become ap-

parent slowly. The inherent handicaps

may strain the busy physician’s patience

and tempt him to resort to unsound meth-

ods of treatment. He must have a clear un-

derstanding of the physiological and psy-
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chological problems of obesity in order to

treat it wisely.”

Dr. Shirkey broke down weight drugs

into seven general classifications: (1) car-

diac glycosides; (2) hormones, chiefly thy-

roid; (3) diuretics; (4) anorexiants (appe-

tite suppressants)
; (5) laxatives; (6) seda-

tives; and (7) anti-spasmodics. Of them he

said: “The use of cardiac glycosides for

obesity is reprehensible and may well have

attributed to the few reported deaths of pa-

tients receiving such treatment.” Hor-

mones—Thyroid : “There are at least three

irrationalities ... in this hormonal ap-

proach to the treatment of obesity.” . . .

“There is no rational basis for the use of di-

uretic drugs in the treatment of simple

obesity.”. . . “Amphetamines are useful as

a crutch to help the patient become accus-

tomed to a rigorous reducing diet. But
long-term administration is not justified be-

cause they tend to become less effective

and, in addition, can lead ultimately to

habituation.”. . . “There is little rational

basis for the use of laxatives in the treat-

ment of obesity.”

President Johnson said the administration

would take additional steps to abate the in-

creases in health care costs and to increase

the numbers of health personnel. In his

economic message to Congress, he said:

“The supply of qualified health personnel

has lagged behind the expanding demand.

I will shortly propose new measures to in-

crease this supply. Last year, medical care

prices rose 7 percent, more than twice as

fast as other prices. I shall propose new
measures to slow down the spiraling cost of

health care.”

In his State of the Union message, the

President included in a list of “absolutely

intolerable” conditions which he said had
existed for many years: “Hospital and med-
ical costs are high, and they are rising.” He
did not amplify the brief statements in ei-

ther of these two messages, leaving the de-

tails for a later health message to Congress.

Chairman Abraham A. Ribicoff (D.,

Conn.) said the Senate Government Opera-

tions Committee would conduct a two-year

investigation into the rise in hospital and

other health care costs. He said the sub-

committee’s study also would be concerned

with the numbers of physicians and other

health personnel.

Mr. Johnson said he also would propose a

child health program and stricter penalties

for those who traffic in LSD and other dan-
gerous drugs. The child health program
would provide poor families over the next
five years with health service from prenatal

care of the mother through the child’s first

year.

The budget for the Department of Health,

Education and Welfare allotted $66 million

for medical education in fiscal 1969, for the

year beginning next July 1, an increase of

more than $16 million. Federal aid for al-

lied health training was increased to $19

million from $17.2 million. Medicare ex-

penditures for fiscal 1969 were estimated at

$6.3 billion, compared with $5.7 billion for

the current fiscal year.

Family planning programs of the federal

government would be greatly expanded.

The goal is to provide birth control infor-

mation to one million women by quadru-

pling the size of the family planning serv-

ices budget from $6 million to $24 million.

MEDICAL NEWS
IN TENNESSEE

17th Annual Heart Symposium

More than 100 doctors from the tri-state

area attended the 17th Annual Heart Sym-
posium held January 27th at Siskin Memo-
rial Building under the sponsorship of the

Chattanooga Area Heart Association, in

cooperation with the Chattanooga-Hamilton

County Medical Society. Addresses by

three of the nation’s leading heart speci-

alists highlighted the program which began

with grand rounds at Children’s and Er-

langer Hospitals.

Dr. F. Kathryn Edwards, associate profes-

sor of pediatrics at Emory University, At-

lanta, conducted the rounds at Children’s

Hospital. Dr. Gus G. Casten, professor of

medicine at Medical College of Alabama,

and Dr. Arthur M. Master, consulting car-

diologist at Mt. Sinai Hospital, New York,

conducted the Erlanger rounds. Dr. Ed-

wards’ address for the symposium was enti-
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tied, “Heart Failure in Infants and Chil-

dren”; Dr. Master spoke on “Random and

Strenuous Exercise versus the Standardized

Master Two-Step Test”; and Dr. Casten’s

subject was “Power Failure in Acute My-
ocardial Infarction.”

Each year, physicians from the area

served by the Association, as well as sur-

rounding counties of Tennessee, Alabama
and Georgia, attend the symposium which

is one phase of the Association’s year-round

program of research, professional and lay

education and community service.

Hospitals Elect New Chiefs of Staff

Dr. John G. Riddler has been elected

chief of the Jackson-Madison County Gen-

eral Hospital staff. He served as assistant

to Dr. Thomas K. Ballard, chief of staff in

1967. Assistant chief of staff in 1968 is Dr.

Swan Burrus, Jr. Chiefs on the various de-

partments are: Dr. E. W. Edwards, medi-

cine; Dr. G. E. Hazelhurst, surgery; Dr.

George Pakis, obstetrics and gynecology;

Dr. William G. Crook, pediatrics; Dr. Allen

Williams, general practice; Dr. Henry
Moore, anesthesiology; Dr. C. V. Alexander,

Jr., radiology; and Dr. Lee Shepherd, Jr.,

pathology.

New officers of the medical staff of Memo-
rial Hospital, Clarksville, are: Dr. W. H.

Wall, Jr., chief of staff; Dr. W. G. Lyle,

chief of medicine; Dr. J. H. Ledbetter, Jr.,

chief of surgery; Dr. R. C. Koehn, Jr., chief

of obstetrics and gynecology.

Dr. George G. Young was reelected chief

of staff of Baroness Erlanger and T. C.

Thompson Children’s hospitals for 1968.

Dr. I. Lee Arnold was named to a second

term as vice-chief of staff and Dr. Charles

W. Hawkins will serve as secretary. Other

staff officers are: Dr. E. F. Buchner, III,

chief of medicine; Dr. W. Powell Hutcher-

son, chief of obstetrics and gynecology; Dr.

J. Hicks Corey, Jr., chief of pediatrics; Dr.

Thomas L. Buttram, chief of surgery; Dr.

William D. Brackett, chief of general prac-

tice; Dr. Charles Reavis, chief of radiology;

and Dr. Jack Adams, chief of pathology.

University of Tennessee

College of Medicine

Grants—Dr. Howard H. Vogel, Jr., profes-

sor and chief, radiation biology, has been
awarded a $20,550 grant from the National

Science Foundation to support a “Summer
Institute in Radiation Biology for College

Teachers” which will be under the direc-

tion of Dr. Vogel. . . . The Division of Oto-

laryngology is recipient of a $7,200 grant

from the Deafness Research Foundation in

support of general research being conducted

by the division. . . . The March of Dimes
Foundation has donated to the Medical

Units $11,000 to finance a portion of the

work which will be conducted in 1968 at the

Birth Defects Center at Tobey Children’s

Hospital. Established in 1965, the center is

sponsored by the Foundation in conjunction

with the University and City of Memphis
Hospitals and is designed to improve, coor-

dinate and expand diagnostic and treatment

efforts in the inpatient and outpatient serv-

ices for children afflicted with birth defects

and to assure long term comprehensive fol-

low-up.

Dr. George L. Miller, clinical assistant

professor, anesthesiology, has been elected

president of the Memphis and Shelby

County Society of Anesthesiologists. Other

faculty members in the department chosen

at the annual election were: Dr. James H.

Price, clinical assistant professor, re-elected

vice president; Dr. James A. Heaton, in-

structor, treasurer; and Dr. Brett B.

Gutsche, assistant professor, secretary.

The Memphis Branch of the Southeastern

Section of the American Urological Society

recently sponsored a dinner in honor of Dr.

Samuel L. Raines, who has retired as chief

of the Division of Urology. Dr. Raines

joined the Medical Units’ faculty in 1929

and had been clinical professor and head of

urology since 1954. He will continue a

part-time affiliation with the division with

the title of clinical professor. Dr. Albert W.

Biggs, associate professor of surgery, has

been named acting chief of the division.
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Charlotte, N. C. 28204
Phone 704/375-4541

I Professional Billing Corporation
1311 East Morehead Street
Charlotte, N. C. 28204

Gentlemen: 1 am interested in improving the billing & accounts
control system in my Practice. Please provide details of the PBC
Program designed to increase cash receipts and save "girl time.”
There is no obligation.

Name

Street Address

City State Zip

L- J
A leading area collection agency, as a PBC licensee, serves you locally*
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Vanderbilt University

School of Medicine

Hugh Vickerstaff, Houston, Texas, a form-

er medical school official at Baylor Uni-

versity, has been named to direct planning

and construction of Vanderbilt University’s

$2 million regional institute for the crip-

pled. It is planned that the Center, made
possible by the donation of $2 million in

stocks by Mr. and Mrs. Hugh S. Stallworth

of Nashville, will be located in the Vander-

bilt University Medical Center, and will be

available to the crippled from throughout

the South. It will be known as “The Hugh
Wagner Stallworth and Anita Bevill McMi-
chael Stallworth Institute for the Crippled.”

According to University officials, the fa-

cility will provide both inpatient and outpa-

tient care. It will not, however, serve as a

rest home or an extended care facility. In

addition to the building, there is planned an

outdoor area for training, rehabilitation and

therapy.

Two new instructors of anesthesiology

have been added in the department of anes-

thesiology. They are Dr. Gisela Krause

Schuller, a 1947 graduate of the University

of Heidelberg; and Dr. Gulen Tangoren, a

graduate of the University of Istanbul.

Meharry Medical College

Dr. Ralph H. Hines, coordinator of com-

munity service programs of the Neighbor-

hood Community Health Center of Meharry
Medical College, has been named vice presi-

dent of the college in charge of long-term

planning and development. The appoint-

ment was made by Dr. Lloyd C. Elam, Me-
harry president-elect, who also named Dr.

Axel C. Hansen interim faculty adviser to

the alumni director. Dr. Hansen is head of

the division of ophthalmology and is a

member of the standing committee of the

alumni association and of the association’s

board of management. Dr. Hines who came
to Meharry in 1965, attended the University

of Chicago, University of Illinois and the

University of Copenhagen. He received his

medical degree from Meharry.

PERSONAL NEWS

Dr. Walter E. Boehm, Chattanooga, Drs. R. C.

Christensen, Joseph K. Maloy, Frank B.

O’Connell and Robert E. Northrup, Kingsport,

participated in a fonam on birth defects in Kings-

port on January 18th. Approximately 200 mem-
bers of the Community were present to hear the

discussions and ask questions.

Dr. S. Benjamin Fowler, Nashville, was named
president-elect of the American Academy of Or-

thopaedic Surgeons at the annual meeting of the

4,000 member organization held in Chicago re-

cently.

Dr. John Henderson, formerly of Memphis, has

become associated with Dr. Nathan Porter at Por-

ter Clinic in Greenfield.

Dr. Dan R. Thomas, Knoxville, is the new
chairman of the board of Scottish Rite Masonic

Bodies in the Knoxville Area. Dr. Thomas was

installed in ceremonies at the Scottish Rite Tem-
ple on January 23rd.

Drs. Thomas F. Frist and William S. Stoney, Jr.,

Nashville, participated in a heart forum in Frank-

lin on February 1st. The forum entitled “Recent

Medical and Surgical Advances in the Field of

Heart Disease” was sponsored by the Williamson

County Unit of the Middle Tennessee Heart Asso-

ciation.

Dr. Julian K. Welch, Jr., Brownsville, has been

appointed to a one-year term on the Mead John-

son Scholarship Award Committee of the Ameri-
can Academy of General Practice. The six-mem-
ber committee is responsible for administering an

annual $12,000 grant to the Academy from Mead
Johnson & Company to aid young physicians in

completing a year of family practice internship or

residency training.

Dr. J. R. Reynolds, following completion of two
years service with the U. S. Department of Public

Health, has opened his office for the practice of

medicine in Bolivar.

Dr. John M. Miller, Nashville, has been in-

ducted as a Fellow of the American Academy of

Orthopaedic Surgeons.

Dr. Alvin J. Ingram, Memphis, one of six physi-

cians named to a medical appraisal team to deter-

mine the health needs of the civilian population of

Vietnam, was guest speaker at a recent meeting of

the Memphis Kiwanis Club.

Dr. O. S. Luton, Erin, has been invested with
the Rank of Knight Commander of the Court of

Honor, a decoration conferred in impressive cere-

mony to a very limited number of 32nd Degree
Scottish Rite Masons.

Dr. Robert Craig Shelburne has opened his of-

fice for the practice of dermatology in Greeneville.

Dr. Fred D. Ownby, Nashville, represented the

Tennessee Society of Internal Medicine at the re-

gional meeting of the American Society of Inter-

nal Medicine at Miami Beach, January 20-21.

Citizens of Bartlett attended an open house
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honoring Dr. William Cooper for his faithful serv-

ice to the community. An engraved silver tray

was presented by the community to the guest of

honor.

Dr. James A. Burdette, Knoxville, has been ap-

pointed to a one-year term on the Committee on
Clinical Investigation of the American Academy
of General Practice. The five-man committee en-

courages family doctors to engage in independent

research and is responsible for establishing clini-

cal research standards acceptable to the Food and
Drug Administration.

Dr. Neil C. Brown, director of electroenceph-

alography at Erlanger Hospital, Chattanooga, has

been named chairman of the medical advisory

committee for the Chattanooga Area Chapter of

Multiple Sclerosis Society.

Dr. Dorothy Brown has been selected as “Out-
standing Woman of the Year” by the Nashville

Jaycees for 1967.

Dr. William C. Pallas, Chattanooga, president of

Woman’s Hospital, has been named to the Board
of Directors of Bio-Dynamics, Inc. of Indianapolis,

Indiana.

A new elementary school in Paris has been
named the W. G. Rhea School in recognition of

donations made by Dr. Rhea over the past two
years.

Dr. Luther A. Beazley, Nashville, was guest

speaker at a meeting of the Lebanon Junior High
School PTA on January 8th. His subject was
“Child Guidance.”

BOOK REVIEW

MODERN TREATMENT: TREATMENT OF
SHOCK, Leslie A. Kuhn, M.D., guest Editor and
TREATMENT OF ARTERIAL DISORDERS OF
THE EXTREMITIES, David I. Abramson, M.D.,

guest Editor. Vol. 4, No. 2, March 1967.

This issue of Modern Treatment includes two
symposia. The first is on the treatment of shock.

The current concept of the mechanisms of sympa-
thomimetic drug action is outlined. There is a

thorough discussion of the alpha and beta recep-

tors and their function as regards the mechanism
and treatment of shock. There are two chapters

in which the practical aspect of treatment of the

patient in shock are explored thoroughly. The
importance of central venous pressure monitoring

and monitoring of evidences of adequate perfu-

sion, such as renal function, are stressed. The
problem of obtaining adequate venous filling pres-

sure of the heart is discussed thoroughly. The
treatment of hemorrhagic and traumatic shock
primarily revolves around the administration of

adequate replacement of blood volume.

The problem of cardiogenic shock is explored.

The pharmacologic treatment of patients in car-

diogenic shock are presented. One author stresses

the use of a drug such as Isuprel which will give

an inotropic effect and at the same time will cause

a reduction of peripheral vascular resistance;

however, another author marshals evidence that

cardiogenic shock should be treated with an alpha

adrenergic drug. The arrhythmias resulting from
the use of sympathomimetic drugs are discussed.

Septic shock and its treatment are described.

The problem of venous pooling with inability to

maintain an adequate “effective” blood volume is

stressed. The antibiotic treatment of the infection

per se is also outlined. Unfortunately, the phar-

macologic treatment of gram-negative endotoxin

shock is strikingly deficient at present. The
efficacy of massive corticoid treatment is stressed;

however, the controversy concerning the benefi-

cial effect of this drug is acknowledged.

The second portion of the issue is a symposium
on arterial disorders of the extremities. The
treatment of vasospastic diseases in general and of

Berger’s Disease in particular is outlined.

Currently the best single treatment is the absti-

nence from smoking; although, vasodilator drugs

are somewhat effective in these vasospastic disor-

ders.

Two chapters are devoted to the surgical treat-

ment of arterial disease of the extremities. The
emergency treatment of traumatic injuries, rup-

tured aneurysm, embolism, and acute thrombosis

is outlined. In general excellent results can be

obtained from prompt treatment of injured arte-

rial vessels of the extremities. When reconstruc-

tion is necessary the use of an autogenous vein is

preferrable. The treatment of chronic occlusive

disease of the aorto-iliac and femoropopliteal ves-

sels is discussed. It appears that as yet there is

no unanimity of opinion as to the choice of throm-
bo-endarterectomy versus bypass for reconstruc-

tion of the aorto-iliac vessels. Each case must be

individualized. The reconstruction of the femoro-

popliteal arteries gives gratifying results in many
instances; however, there is still a high failure

rate. The consensus is that autogenous saphenous

vein bypass is preferrable in reconstructing these

vessels.

ANNOUNCEMENTS

Calendar of Meetings, 1968
State

April 18-20 Tennessee Medical Association,

Read House, Chattanooga
May 16 Middle Tennessee Medical As-

sociation, Country Club, Car-

thage

April 1-5

April 4-9

National

American College of Physi-

cians, Sheraton-Boston
,
Hotel,

Boston

American Dermatological As-
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April 7-11

April 10

April 11-13

April 14-17

April 17-19

April 18-20

April 21-22

April 21-26

April 22-24

April 22-25

April 22-25

April 22-25

April 22-27

April 25-26

April 25-28

April 27-May 1

April 28-May 1

May 1-2

May 6-9

May 7-8

May 11
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sociation, Dorado Beach Hotel,

San Juan, PR
American Association of Neu-
rological Surgeons (founded as

Harvey Cushing Society), Con-
rad Hilton, Chicago

American Society of Clinical

Oncology, Inc., Haddon Hall,

Atlantic City

American Association for Can-
cer Research, Haddon Hall, At-

lantic City

Atlanta Graduate Medical As-
sembly, Marriott Motor Hotel,

Atlanta

American Surgical Association,

Sheraton-Boston Hotel, Boston

American Otological Society,

Hollywood Beach Hotel, Holly-

wood, Florida

American Broncho-Esophago-

logical Association, Hollywood
Beach Hotel, Hollywood, Flor-

ida

American Laryngological, Rhi-

nological and Otological So-

ciety, Hollywood Beach Hotel,

Hollywood, Florida

American Association for

Thoracic Surgery, Pittsburgh-

Hilton Hotel, Pittsburgh

American Orthopaedic Associa-

tion, Boca Raton Club, Boca
Raton, Florida

Industrial Medical Association,

Hilton Hotel, San Francisco

Southwestern Surgical Con-
gress, Brown Palace, Denver

American Academy of Neurol-

ogy, Pick-Congress Hotel, Chi-

cago

American Laryngological Asso-

ciation, Hollywood Beach
Hotel, Hollywood, Florida

American Academy of Physical

Medicine and Rehabilitation,

Sheraton-Chicago, Chicago

American Academy of Facial

Plastic and Reconstructive Sur-

gery, Diplomat Hotel, Holly-

wood Beach, Fla.

American Association of Plastic

Surgeons, Shamrock-Hilton Ho-
tel, Houston

American Pediatric Society,

Seaside Hotel, Atlantic City

American College of Obstetri-

cians and Gynecologists, Palm-
er House, Chicago.

Association of American Physi-

cians, Haddon Hall, Atlantic

City

American College of Psychia-

trists, Sheraton-Boston, Boston

May 13-16 American Urological Associa-

tion Fontainebleau Hotel,

Miami Beach, Fla.

May 13-17 American Psychiatric Associa-

tion, War Memorial Audito-

rium, Boston

May 15 American Society for Gas-
trointestinal Endoscopy, Belle-

vue-Stratford, Philadelphia

May 15-18 American Gastroenterological

Association, Bellevue-Stratford

Hotel, Philadelphia

May 15-18 Neurosurgical Society of Amer-
ica, Mark Hopkins, San Fran-

cisco

May 19-23 American Thoracic Society,

Rice Hotel, Houston
May 23-25 American Gynecological So-

ciety, The Homestead, Hot
Springs, Va.

May 27-29 American Ophthalmological So-

ciety, Homestead, Hot Springs,

Va.

ACP Postgraduate Course

The American College of Physicians will pre-

sent a postgraduate course on “Clinical Endocri-

nology, Recent Advances in Diagnosis and Treat-

ment,” April 22-26 at Mayo Clinic, Rochester,

Minnesota. The course is designed for the physi-

cian with a special interest in clinical endocrinol-

ogy. Its objective is to present material which is

not readily available in standard texts on endocri-

nology, but which is essential to the current un-
derstanding, diagnosis and management of endo-

crine problems. Emphasis will be placed on newer
concepts of pathogenesis, the selection and in-

terpretation of diagnostic tests, and the applica-

tion of the results of recent clinical and laboratory

investigations to the management of patients with

endocrine disease.

Requests for additional information and appli-

cation blanks should be forwarded to Edward C.

Rosenow, Jr., M.D., Executive Director, ACP, 4200

Pine Street, Philadelphia, Pa.

Annual Symposium on

Rheumatic Disease

The fourth annual postgraduate symposium on
rheumatic diseases, jointly sponsored by the Uni-
versity of Louisville School of Medicine and the

Kentucky Chapter of the Arthritis Foundation,

will be held on Thursday, April 25, in the Rankin
Amphitheater, Louisville General Hospital, Uni-
versity of Louisville Medical Center. The confer-

ence will be devoted to the systemic disorders in-

volving connective tissue, the so-called “collagen”

diseases. Topics to be considered will include:

systemic lupus erythematosus, progressive sys-

temic sclerosis, dermatomyositis, and other related

disorders. Special emphasis will be given to new
information and recent research.
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Rewarding Opportunity

in a new

Medical Center

THE MEDICAL CENTER OF NASHVILLE
Located directly across the street from the new Nashville

Memorial Hospital, The Medical Center of Nashville has been

carefully designed and built to make it one of the most modern,

functional and attractive medical centers in America. It is the

major medical facility in Nashville’s most rapidly expanding area.

It serves some 240,000 people.

There is space for a total of twenty-five doctors in the Center.

Comfortable suites accommodating one to four doctors can be

provided. Also within the building is an apothecary, an optical

dispensary and a modern laboratory complete with X-Ray and

X-Ray treatment facilities. All doctors’ private offices will be

paneled and carpeted at no extra cost. Central zoned heating

and cooling insures each individual room will maintain the desired

temperature. A centralized IBM bookkeeping, billing and collec-

tion service is available. There is more than ample off-the-street

parking.

For jree brochure and more complete information, write or

call Drew Maddux, Maddux Realty Company, Inc., 4705 Gallatin

,
Tennessee. Telephone: 615 — 262-5745.

Realty Company^ Incorporated

leasing agent for The Medical Center of Nashville.
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Dr. David H. Neustadt, Chief, Section on Rheu-
matic Diseases, University of Louisville, is pro-

gram chairman. Participating faculty will feature

a group of international authorities and outstand-

ing teachers including Drs. Edmund L. Dubois,

Los Angeles, Gregorio Mintz, University of Mex-
ico, Mexico City, Carl Pearson, Los Angeles, Ger-

ald Rodnan, Pittsburgh, and Lawrence E. Shul-

man, Baltimore. Address inquiries to the Sympo-
sium Program Committee, Kentucky Arthritis

Foundation, 209 Speed Building, Louisville, Ky.,

40202

New Members

The Journal takes the opportunity to welcome
these new Tennessee Medical Association mem-
bers.

BLOUNT COUNTY MEDICAL SOCIETY
C. N. Hatfield, M.D., Maryville

BENTON-HUMPHREYS MEDICAL SOCIETY
Richard R. Jost, M.D., Camden

HAWKINS COUNTY MEDICAL SOCIETY
Ralph Gambrel, M.D., Rogersville

LAWRENCE COUNTY MEDICAL SOCIETY
Jaime V. Mangubat, M.D., Waynesboro

NASHVILLE ACADEMY OF MEDICINE
Robert Cohen, M.D., Nashville

Lawrence K. Wolfe, M.D., Nashville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY

Reid L. Ballenger, M.D., Memphis

William D. Burton, M.D., Memphis

David L. Cunningham, M.D., Memphis

Edgar Ray Franklin, M.D., Memphis

Bruce W. Herndon, M.D., Memphis

Irwin J. Kerber, M.D., Memphis

Herbert G. Landord, M.D., West Memphis, Ark.

Norman G. Lawyer, M.D., Memphis

James A. Rising, M.D., Memphis

Paul A. Thompson, M.D., Memphis

Linkwood Williams, M.D., Memphis

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY

Don A. Flora, M.D., Kingsport

A. Isaac Sobel, M.D., Kingsport

Oscar A. Soto, M.D., Kingsport

WARREN COUNTY MEDICAL SOCIETY
T. L. Pedigo, M.D., McMinnville

:!: H-. H:

INTERNIST
To assist Plant Medical Director direct and supervise

all phases of expanding occupational medical pro-

gram of large (2,600 employees) ordnance plant.

Mature doctor with medical administrative experi-

ence preferred. Suburban Chattanooga location, at-

tractive salary, comprehensive benefits. Contact H.

T. Haithcock, Volunteer Army Ammunition Plant,

Atlas Chemical Industries, Inc., P. O. Box 6008, Chat-

tanooga, Tennessee 37401.

It's your professional privilege

to replenish your ranks . .

.

Give to
medical education
tlirougli AMA-ERP

American Medical Association

Education and Research Foundation

535 N. Dearborn St., Chicago 10, Illinois
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Chances are she’ll be fever-free

in less than 48 hours...



Fuinal helps wakeful patients fall asleep fast, stay tions occur in some patients, especially in those with
asleep all night. asthma, urticaria, or angioneurotic edema.

Indications: Tuinal is indicated for prompt and moder-
ately long-acting hypnosis. It is not suitable for con-

tinuous daytime sedation.

Contraindications

:

Barbiturates should not be adminis-
tered to anyone with a history of porphyria, nor should
they be given in the presence of uncontrolled pain, be-

cause excitement may result.

Warning; May be habit-forming.

Precautions; Tuinal should be used cautiously in pa-
tients with decreased liver function, since prolongation
of effect may occur.

Adverse Reactions: Idiosyncrasy, such as excitement,

hangover, or pain, may appear. Hypersensitivity reac-

Overdosage: C.N.S. depression. Symptoms—Depression
of respiration and of superficial and deep reflexes, slight

constriction of the pupils (in severe poisoning, dilation],

decreased urine formation, lowered body temperature,
coma. Treatment—Symptomatic and supportive (gastric

lavage; intravenous fluids; maintenance of blood pres-

sure, body temperature, and adequate respiration]. Di-

alysis may speed removal of barbiturates from body
fluids.

^ Dosage: 50-200 mg. (H-3 grains] at bedtime.
[031767]

Additional information available to physicians upon request.

Eli Lilly and Company • Indianapolis, Indiana 46206

800865
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THE VIEWING BOX
Socio-economic Change
In Medical Practice*

Rising Health Costs Demand Increasing

Economic Knowledge Among Physicians Since

We Are Expected to Provide Solutions

To the Problems

RICHARD F. MANEGOLD, M.D., Chicago, Illinois

Medicine today is in the midst of a socio-

economic transition. Since World War II,

Americans have been using substantially

more medical services than ever before.

The structure of medical services and the

character of medical practice itself has been

changing rapidly, resulting in growing in-

terest and concern with the organization

and economics of health care.

The economics of total health care is a

term much newer than mere medical eco-

nomics. As a broader term it proposes to

encompass the entire health care industry

and also extend beyond it into such fields as

the analysis of the economic costs of disease

in relation to the Gross National Product

and the relative benefit to the nation’s econ-

omy of health care expenditures versus

other social investments.

Thus, any discussion of the economics of

present-day medical practice must also

necessarily entail discussion of; (1) the

present cost trends of total health care; (2)

the public expectations, that is, the basic so-

cial philosophy of the right to proper health

care; (3) trends toward increasing assump-

tion of financial responsibility by third par-

ties; (4) the technological revolution; and,

(5) the effects of present trends toward the

institutionalization of medical practice.

Rising Health Care Costs

—

Present and Future Trends

Expenditures for health care have esca-

lated at a significantly greater rate than

total personal consumption expenditures.

From 1957 to 1963, total personal consump-
tion expenditures in this country rose from

$285.1 billion in 1957 to $375 billion in 1963

—an increase of 31 percent. Personal ex-

penditures for health care during this same

*From Pennsylvania Medicine: Vol. No. 70,

p. 77, 1967.

period rose from $15.5 billion to $23.6 bil-

lion. This represents an increase of 54 per-

cent, or expressed in another way, the 1957

expenditures increased by approximately 8

percent per year compounded annually over

a period of less than a decade. The figures

calculated for the period from 1963 to 1965

show that this trend is not only continuing

but at an increasing rate. In 1965 the cost

of national health care totalled $28.1 billion,

an increase of approximately 20 percent

over that in 1963.

These data, however, relate to all types of

health services combined. When various

forms of services are separated, a more
complete picture of the current trend can

be seen. Between 1948 and 1963, expendi-

tures for various forms of health care in-

creased as follows; from 1948 to 1963 ap-

proximate hospital care expenditures in-

creased by 313 percent, from $1.6 billion to

$6.6 billion. Physicians’ services also show
a rise from $2.3 billion in 1948 to $5.9 billion

in 1963, an upward change of 157 percent.

However, the recent President’s Commis-
sion Report on rising medical costs pub-

lished in February, indicates that physi-

cians’ fees, which had been rising about 3

percent per year in the period from 1960 to

1965, went up 7.8 percent in 1966. Accord-

ing to the report this was the biggest annual

increase since 1927, the earliest date for

which the physicians’ fees index is available.

Hospital daily charges, which had been ris-

ing approximately 6 percent per year be-

tween 1960 and 1965 went up 16.5 percent in

1966—the largest annual increase in eigh-

teen years. A projection made by the Com-
mission for the decade 1965-75 indicates that

the demand for physicians’ services will in-

crease by approximately one-third; partly

accounted for by increased population, de-

mographic changes, and the probable effects

of medicare.

We have said that the price of physicians’

services has not advanced nearly as rapidly

as the cost of hospital care during the post-

war years. The rise from 1945 to 1959 was
about the same as the general price index.

In more recent years, however, the rise in
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physicians’ fees increased 15 percent from

1955 to 1959 as compared to a 9 percent in-

crease in general prices. One study has

shown that physicians in private practice

experienced an average increase of net in-

come of 475 percent from 1936 to 1961. This

is a reflection not so much of an increase in

fees but represents a major increase in the

volume of services provided by physicians.

The same report indicates that the average

practicing physician earns about six and a

quarter times as much as the average mem-
ber of the labor market, and three times as

much as the average college professor. As
we all know, the disparity between physi-

cians’ incomes and those other learned

professions has been a divisive force.

Whether these figures are accurate or not is

of slight importance but the long-range im-

plications of their impressions on the com-

munity, in conjunction with rising medical

costs, should be of paramount importance to

us. It is to be anticipated that the supply of

medical manpower and the level of physi-

cians’ fees will be under critical scrutiny.

And further, there will be strong pressures

for more effective and efficient organization

and distribution of medical care.

What then explains the rise in medical

care expenditures in the last fifteen years?

What accounts for the recent acceleration?

What can be expected in the future?

Discussion of Past and Future Trends

—

Underlying Causes

To evaluate trends in expenditures for

medical care we must examine certain un-

derlying factors affecting the amount of

money spent for this purpose.

During the past three decades, especially

in the period immediately following World
War II, medical science has undergone a

technological revolution. These advances

have affected the financing of health care,

medical education, specialization, modern
population trends, and the organization of

private medical practice in this country.

An advance in the medical sciences may
constitute an innovation creating a new
product, or it may improve methods of pre-

vention, control or treatment of disease.

With introduction of the Salk vaccine in

1955, the average victim rate per one hun-

dred thousand population for 1955-59

dropped 80 percent from the previous five

year period. Estimates are that, had the

people who were spared death and disabil-

ity from poliomyelitis during the years

1955-59 not been so spared, they would have

incurred about $327 million dollars in medi-

cal care costs alone. Over the years, more-

over, an estimated $6.7 billion dollars in

lifetime income loss and medical care cost

have been avoided. This certainly drama-

tizes the economic as well as medical signif-

icance of such progress in the science of

medicine. Similar trends are also evident

in other advances we have experienced dur-

ing the last fifteen years.

Generally, the improvements in the na-

tional health level have contributed to in-

creases in the Gross National Product. This

can be accounted for by a larger labor force

due to the increasing population, to more
working years per individual due to in-

creasing life expectancy and to a greater

productivity of workers who generally are

in better health. The resultant economic

gain can be measured on the basis of pres-

ent and future earnings of productive per-

sons whose lives have been saved. It was
recently estimated that 2.7 million lives

were saved as a result of decreases in the

death rate since 1944, and that 989,000 wage
earners in this group contributed $5.5 bil-

lion to the GNP during 1961 alone.

Thus, medical progress has resulted in

important financial benefits to individual

families, and to the nation by reducing

death rates, by reducing incidence of com-
municable and often crippling diseases, and

by shortening the period of disability which

accompanies illness. The amount expended

for the treatment of many conditions also

has decreased by avoiding the need for sur-

gery and by reducing hospital stay periods.

Rising from a pervasive social philosophy,

the standard today is an inherent right to

only the highest quality of medical care.

Today . . . “health means more than free-

dom from disease, freedom from pain, free-

dom from untimely death. It means opti-

mal physical, mental and social efficiency

and well-being. . .
.” This definition of

health derives from the Preamble of the

Constitution of the World Health Organiza-

tion and represents a social philosophy un-

like any other in its scope and magnitude.
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REFER EYE PATIENTS
TO AN

EYE PHYSICIAN
By so doing, you will be assured of a complete diagnosis of your

patients’ eyes.

Guild Opticians complete the cycle for Professional Service.
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BE SAFE—BE SURE

SEE

YOUR GUILD OPTICIAN

FOR

THE BEST SERVICE

EYE PHYSICIANS: Please Note—

Your prescriptions for glasses are "SAFE" when referred to a Guild Optician.

Bound by the code of Ethics to uphold the highest standards in optical service.
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From the First Family
of Tetracycline-

One of the 31 useful dosage forms

in theACHRO Family

ACHROSTATIN*V Capsules
,
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As a result of this “basic right” philosophy,

public expectations are of such magnitude

that it is difficult to cope with the demand
for medical care. A time existed when the

physician was consulted only in the event

of serious illness. Today, however, people

tend to seek medical attention as a preven-

tive measure at the first sign of difficulty.

This practice has a very definite effect on

rising medical costs.

Today, evidence of unnecessary hospital

utilization exists. Although people are in-

creasing their life span by purchasing medi-

cal treatment and reducing the time lost

due to disability, this is done only through a

tremendous and growing investment in

medical care facilities and services. This

trend in increased usage shows no sign of

decline. Rather, increased usage seems to

be the only picture for the future.

Along with the rising demand for addi-

tional medical services, other factors indi-

cate an increased need for physicians and

expanded medical units. The population is

rising—an increase of 28 percent from 1950

to 1965. With this rise there is an increase

in the proportion of the population rela-

tively more dependent on medicine, in-

creased per-capita incomes, an even greater

increase in the surplus of income over what
is required to buy the absolute necessities of

life, and increased usage of prepayment and

voluntary health insurance plans. Also,

there is a greater need for medical person-

nel for teaching, research and government

programs.

During the period 1950 to 1965, per-capita

income increased by almost 34 percent.

Based on the spending habits of Americans,

an estimated 10 percent increase in con-

sumer income results in at least a 3.3 per-

cent increase in the demand for physicians’

services. Therefore, this income would
have added a minimum of 11.2 percent to

the per-capita demand for physicians’ serv-

ices.

Let us concentrate for a moment on the

health insurance field and its influence on

rising health costs. In recent years we have

experienced a growing realization that a

continuance of private medical practice is

dependent in a large measure on the success

or failure of voluntary health insurance and

prepayment programs. Over 156 million

Americans, about four out of every five per-

sons, had some form of health insurance

protection through voluntary organizations

in 1965 and the further expansion of the

prepayment system is imminent rather than

conjectural.

The future of medical insurance plans

will certainly be affected by two factors.

First, the upward trend in the costs of medi-

cal care will require the insurance industry

to pay more in order to maintain the same
proportion of medical costs as today. If the

costs of medical care continue to rise at the

present rate, today’s dollar spent for medi-

cal insurance or prepayment will have to be

$1.83 in ten years and $3.35 in twenty years.

Of course these numbers merely show the

effect of future costs in insurance based on
past trends. Second, it seems inevitable

that the proportion of costs financed

through insurance will increase as a result

of medicare.

Effects of Medicare

With passage of the Social Security legis-

lation of 1965, the additional burdens placed

on medical facilities and physicians’ serv-

ices in both administrative and health-

maintaining duties is difficult to assess. It

is actually too early to give a true analysis

of medicare’s effect. The President’s Com-
mission report states that “although medi-

care raised hospital occupancy rates in

many places, (this) increased occupancy

does not necessarily lead to higher cost per

patient. However, participation in medi-

care required hospitals to re-examine their

costs and charges and in the course of this

re-examination many hospitals probably de-

cided to increase their prices.”

In the area of physicians’ fees, it is diffi-

cult to determine just what the effect of

medicare has been. The President’s Report

suggests that medicare seemed to have no

marked effect in the acceleration in physi-

cians’ fees, at least as of December, 1966.

Although medicare supposedly has had

little effect on accelerating the price of phy-

sicians’ services, it has led to increased pres-

sures for cost controls and predictability of

physicians’ fees. In this regard, again we
note the recommendations of the Presi-

dent’s Commission that “group practice,

especially pre-paid group practice, be en-

couraged.”
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Probably the most far-reaching effect

which the medicare and medicaid legisla-

tion will have will be in the area of private

health insurance and demands for more
comprehensive coverage by those not cov-

ered under medicare. In 1948, 25 percent of

hospital bills and 6 percent of the bill for

physicians’ services was paid by some type

of private health insurance. By 1963, 70

percent of the total hospital bill and 40 per-

cent of the physicians’ bill was covered by
health insurance. Under the provisions of

the medicare legislation those people over

age sixty-five who qualify for benefits are

protected for approximately 80 percent of

the physicians’ bill, and 100 percent of the

hospital bill, less the annual deductibles in

each instance.

With such a discrepancy in the amount of

protection offered under federal programs
and those plans of the private insurance in-

dustry, other groups of the population,

mainly those under age sixty-five, can be

expected to seek and demand more compre-

hensive health coverage. The certainty for

pressure aimed at this end is reflected in the

President’s Commission Report which rec-

ommended that “private and public health

insurance plans should be broadened to in-

clude more alternative types of medical

care.” It also proposed that the Depart-

ment of Health, Education and Welfare

meet with representatives of the health in-

surance industry to develop model state

laws to encourage or require comprehensive

health insurance coverage.

It has been said that “technology is a

master as well as a servant.” All the ad-

vances in technology are associated with

changing organizational, financial and
professional relationships and practices.

The progress of science and technology has

given birth to most of the major problems
and developments of medical care.

More science and more knowledge and re-

sulting medical specialization have led to a

subdivision of labor and an interdependence

of personnel. Today, a single doctor is

rarely able to deliver a total medical prod-

uct. Medical practice is inescapably an or-

ganizational unit.

The economic results of the technological

revolution can best be understood by study-

ing two effects of technology itself. First,

technology puts the problem of planning

beyond the reach of the individual practic-

ing physician. Second, this planning re-

quires definite organization. Thus, spe-

cialty requires organization, since only in

this manner may it be brought to meaning-

ful coherence. It is common of modern
technology that we know problems have so-

lutions before there is knowledge of how
they are to be solved—and the solution

must require an organized effort.

Specialization has tended to encourage the

team approach in medicine and has led to

the e.stablishment of various forms of com-
bined or group practice. Cooperative ar-

rangements among doctors, formal or infor-

mal, are now virtually universal in the

United States. Even the most individualis-

tic practitioner has a list of specialists to

whom he may refer patients for diagnosis

or treatment, and he will try to establish

working relations with a hospital.

Summary

The rise in cost of providing health care

has inspired an acute public desire to deter-

mine just what should be done about it.

We, as physicians, are compelled to provide

the answers.

The causes of increased costs we have dis-

cussed are manifold. They include im-

provements that merit wholehearted sup-

port and deficiencies in organization that

call for correction.

Methods must be devised to provide high

quality care in an efficient and economical

manner. By eliminating unnecessary dupli-

cation, concentrating special equipment in

centralized locations, consolidating under-

staffed and undersupplied institutions, and
utilizing the most economical methods of di-

agnosis and treatment consistent with good

medical practice, much time, effort and
money can be saved.

The physician’s involvement in all areas

of health care places him in a unique and

many times precipitous position in the for-

mation of the economic structure of health

care. Although the physician’s attitude and
approach toward his own practice of medi-

cine cannot and should not be dominated by
market and economic influences, it is

through him that many of the basic changes

must find their beginnings.
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The authors have presented an excellent review of the present state of knowledge for the detection
of deafness in infants. It is quite clear that the diagnosis of deafness can be determined at an early
age. Doctors should be aware of the technics of establishing a diagnosis so more children may be

benefitted by modern methods of treatment.

A Program for Parents of Deaf Infants*

ELIZABETH S. WILDMAN, M.C.D., ANN B. SITTON, M.S., and

FREEMAN McCONNELL, Ph.D., Nashville, Tenn.

Early diagnosis and training are vital to

the successful habilitation of a deaf child.

It was not so long ago that education for

most children with hearing impairment

began at 6 years of age; in more recent

years many programs have developed in

urban areas for deaf children aged 3 to 6.

Although the preschool period from 3 to 6

years is extremely important in the pro-

gram for achievement in oral speech and

language development, even that early be-

ginning is really not soon enough to capital-

ize best on the child’s level of residual hear-

ing. It is increasingly apparent that the

earlier the child’s training begins and the

sooner the hearing residual is aided through

wearable amplification, the greater the po-

tential which can be harnessed, thus in-

creasing the probability he will be able to

function adequately in the normal commu-
nicative situations required in everyday liv-

ing and in vocational pursuits.

In 1964, an epidemic of German measles

(rubella) spread across the United States

with an estimated total incidence of

10,000,000.^ In April of that year the South

reported 19,538 cases of the disease.-

Rubella became a nationally notifiable dis-

ease on January 1, 1966 and for that year

Tennessee reported a total of 2,595 cases.

^

The number for 1967, according to the

Tennessee State Health Department, was

1,367.^ Since it has been estimated that

*From the Bill Wilkerson Hearing and Speech

Center and Vanderbilt University School of

Medicine, Nashville, Tenn.

(The work reported herein was performed

pursuant to a grant from the U.S. Office of Edu-

cation, Department of Health, Education and

Welfare.)

13 of all females in the United States in

the age range from 15 to 44 years are preg-

nant at some time during a year\ it seems

self-evident that pregnant women have

been included in these affected populations.

In some instances the symptoms may be so

mild that affected individuals may not be

aware of them, nor that they have been

exposed. •'* Although many receive gamma
globulin as prophylaxis, the number of chil-

dren born with congenital rubella syndrome
in spite of this modification measure indi-

cates that this treatment in itself is not the

solution to the problem. Sever and

associates'^ state that gamma globulin may
lessen the symptoms of the disease, but

clear evidence is not yet available to indi-

cate if a reduction in fetal defects actually

results from its administration.

Because of the 1964 nation-wide epidemic,

rubella has been in major focus as a cause

of deafness in childhood. It is, however,

only one of many causes of hearing loss

which are prevalent on a continuing basis.

Other possible causes include familial his-

tory of deafness, anoxia or any other prob-

lem at delivery, Rh incompatibility, prema-

turity, congenital anomalies of the ear, mea-

sles, mumps, meningitis, encephalitis, oto-

toxic drugs (prenatal or post-natal)
,
viral

infections, upper respiratory infections, and

nonorganic problems.

To counteract some of the early detrimen-

tal effects of childhood deafness, various

hearing and speech centers throughout the

country have established programs for

screening hearing in newborn babies.

Improvements in audiologic equipment and

techniques have made it possible for one au-
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diologist to check several thousand babies

per year as they enter and leave neonatal

nurseries, thus detecting severe hearing

losses immediately. This type of mass
screening program has been established in

Nashville at the Vanderbilt University and

Baptist Hospitals, where approximately

1107 babies were screened in 1967. A simi-

lar program is in effect at the University

Hospital in Knoxville. Present evidence

has suggested that the incidence of severe

deafness in the newborn population will be

1 in 2000."^ Any infants in Nashville failing

this test are referred to the Bill Wilkerson

Hearing and Speech Center for a more de-

tailed examination and follow-up treatment

as indicated.

A Program for Parents

This Center has long been interested in

the early identification and subsequent best

possible management of deafness in chil-

dren. A daily preschool educational pro-

gram for such children was established by
the Center as early as 1952, soon after the

Center’s first services were initiated in 1951.

With increased public attention focused on

the necessity of detecting deafness in in-

fants in order to help the children and the

parents optimally in the very first years, the

number of early referrals from pediatri-

cians, otologists and general practitioners

continued to grow. Since the deaf child or-

dinarily is not ready for intensive training

in a clinic or preschool before two and one-

half to three years, however, the Center

found it was not in a position to assist the

family with other than sporadic clinic visits.

On such an intermittent basis parents can

be counseled only minimally in terms of

their great need for advice, encouragement,

and positive attitudes.

Following a visit by Center personnel to

the John Tracy Clinic in Los Angeles where
an active program for the under “three’s”

was in effect, the Center took steps to initi-

ate a similar program in Tennessee. With
the support of federal funding from the U.

S. Office of Education, a demonstration proj-

ect for the home teaching of parents of

very young deaf children was initiated in

the spring of 1966. This program, now in

its third year, illustrates the staff’s firm con-

viction that the very young child with a

hearing loss needs immediate and contin-

uing help from infancy in order to develop

his ability to understand and to utilize spo-

ken language. The setting of a clinical cen-

ter does not lend itself to an approach ade-

quate for demonstrating the kinds of activi-

ties that are beneficial to the very young
deaf child’s development. Rather, an envi-

ronment in which the program can become
parent-oriented and in which the parents

themselves can be guided in actively trans-

lating principles of pre-educational han-

dling into everyday action is needed. A
model home provides such an environment

which is suggestive of a far greater variety

of activities that may be easily incorporated

into home training. Thus, in a home situ-

ated in the same block as the Center such a

program was initiated.

The purpose of this program is to help the

mother, father, and other members of the

family to gain insight into their child’s

hearing problem and to guide them in help-

ing their child develop communication

skills at home. The methods used have al-

lowed for incorporation of language and au-

ditory training into the more normal rou-

tine of home activities as contrasted to the

programming typically available in a clini-

cal center. Another important aspect is to

obtain further diagnostic information about

the child’s hearing capacity in order better

to plan his future educational needs.

Although the neonatal testing program and

the Home Teaching Program make it possi-

ble to focus efforts on the training of the

very young child (those in the first 3 years

of life)
,
this emphasis does not exclude help-

ing the parents of children above this age

group. In other words, the Center does

accept children in the 3 to 6 age range who
may come from distant or rural areas and

who have no possibility of intensive daily

training.

At the end of the second year (January

1968), 67 families had been enrolled in the

Home Teaching Program. Table 1 illus-

trates the geographic distribution of these

children, while figure 1 demonstrates the

various causes represented by the popula-

tion. In view of the total incidence of ru-

bella in this area of the country, this group

is still smaller than expected. Thus, it is

suspected that there are such children in
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Table I

Distribution of States of Residence for Deaf
Infants Enrolled in Home Teaching Program
AT THE Bill Wilkerson Hearing and Speech

Center.

State of residence

Number of

Children

Alabama 2

Illinois 1

Kentucky 11

Mississippi 3

Ohio 1

Tennessee 49

(Metropolitan Nashville . .26)

NUMBER OF CHILDREN

Fig. 1. Incidence of rubella etiology compared
with other etiologic factors for 67 deaf children.

Middle Tennessee who are still not receiv-

ing much needed help. Of those seen, the

largest number (42) were born in 1964, and

27 of these 42 children had evidence of a

probable etiology of maternal rubella, hav-

ing been born primarily in September, Oc-

tober and November of that year. Most of

these children show severe impairment of

hearing bilaterally. Of the total group of 67

children, 50 are currently being actively fol-

lowed. Of these, all are using hearing aids,

many of which are binaural. Eight chil-

dren have been referred to other Centers

nearer their homes. Five others have been

subsequently found to possess normal or

near normal hearing, but with other prob-

lems. Four were dropped for lack of at-

tendance. It is interesting to note that all

of the children who are being followed in

this program are Caucasian, despite the fact

the Center accepts for service individuals

without respect to racial origin. The mean-
ing of this finding is not clear, but would
suggest that Negro mothers are possibly not

being directed for help to the Center,

Some Symptoms of Early Deafness

It is well to remember that at least 97% of

persons affected by deafness have some de-

gree of residual hearing which can be used

for speech and language development if ap-

propriate amplification and training are ad-

ministered at the optimum learning stages.

The relatively small remainder are “stone-

deaf” so that use of auditory avenues is not

possible. Even this latter group can make a

much better adjustment to communication

in the normal hearing world if they and

their parents seek and obtain assistance

early.

Although hearing impairment is not visi-

ble, there are a number of symptoms which
can be observed by the clinical examiner.

Frequently, the mother is the first to sus-

pect a hearing problem in her child when
he fails to turn toward (localize) sound,

when he does not startle at loud noises, and

when he fails to develop speech at the

proper time. Accurate assessment, how-
ever, is not easily possible, either at home or

in a physician’s office, because if visually

alert, as deaf children usually are, they may
respond to a hand clap because movement
of the arm was within their peripheral vi-

sion. They may also turn when their name
is called, and yet have a type of hearing loss

which will hinder their development of

speech and language. These are the chil-

dren who may hear well in the lower pitch

ranges but poorly or not at all the higher

pitches. Delay in audiologic evaluation and

subsequent hearing diagnosis will indeed

prevent such children from developing oral

language and communication, and subse-

quently seriously influence their educa-

tional progress.

Hearing behavior is frequently over-

looked as an integral part of a general med-

ical or pediatric examination, and may fre-

quently be eliminated from routine check-

ups. When other pathologic conditions

occur, such as cataracts and cardiac defi-

ciencies, these more obvious difficulties are

treated first, and the hearing loss may go

unnoticed. Continuing observation of the

child’s auditory behavior is just as neces-

sary as checking height and weight for

physical growth. Neonatal hearing screen-

ing is, therefore, by no means the final
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answer to early detection. Such mass
screening programs for infants are designed

to determine merely the presence, not the

extent, of severe hearing losses. Infants

with only moderate impairment or those

with good low tone but poor high tone hear-

ing may easily be undetected. In most

cases, these children’s hearing will not be

screened again until they enter elementary

school. For this reason, those medical prac-

titioners who assume care of the children

after they leave the confines of the newborn
nursery have even a more important role in

early referral to an appropriate facility for

audiologic evaluation and nonmedical ther-

apeutic management.

Summary

The Bill Wilkerson Hearing and Speech

Center in Nashville, the Memphis Speech

and Hearing Center, the U. T. Speech and

Hearing Center in Knoxville, and the Chat-

tanooga-Hamilton County Center provide

daily training for preschool deaf children.

At the Bill Wilkerson Center there are pres-

ently 96 children under age 6 in an active

program, either parent teaching, nursery or

kindergarten, or both. The Home Teaching

Program for parents and the neonatal

screening programs are the most recently

established.

The Wilkerson Center currently accepts

for diagnostic evaluation any child or infant

thought to be deaf or hard of hearing or

who has failed to develop language for any

other reason. Reasonably valid estimates

of the child’s auditory functioning can

usually be made regardless of age. Fees for

this service are based on a sliding scale, and

a report of the results obtained are sent to

the referring physicians. Every child who
exhibits a questionable response to sound,

or who has an etiological background that

might be associated with deafness, should

be referred to audiologic evaluation as

immediately as possible. The sooner the

parent is helped to acquire an understand-

ing of the nature of deafness in childhood,

the more effective will be the management
of the child and the more optimal his

chances for development of speech, lan-

guage and usable hearing.
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The authors sound a warning as to the potentially serious nature of injuries sustained by walking
into the “invisible glass door.”

The Invisible Glass Door: Another Hazard of

Modern Living*
CHARLES SACHATELLO, M.D., Buffalo, New York, and JOHN SAWYERS, M. D.,

Nashville, Tenn.

Plate glass doors and windows are an at-

tractive addition to modern architecture.

Although seemingly innocuous they can be

the source of disabling and even fatal inju-

ries.

Three striking similar cases are briefly

presented as follows:

Case 1. A 10 year old white boy ran com-
pletely through a glass door while playing at

home. The neurovascular bundle of the left ax-

illa was completely transected. The right ulna

nerve was severed at the brachial plexus level.

Only prompt first aid enabled the patient to sur-

vive an almost certain fatal hemorrhage. The
neurovascular injuries were repaired primarily.

One year later the youth has a complete wrist

drop and a pulseless hand on the left. (Fig. 1)

He will require extensive reconstructive sur-

gery to compensate for the nerve deficits.

Case 2. An 8 year old white boy was playing

indoors when he ran into a glass door. The right

brachial artery and radial nerve were transected.

He also sustained partial lacerations of the me-
dian and ulna nerves. He has no evidence of re-

turn of radial nerve function at 6 months al-

though he has a good radial pulse.

Case 3. An attractive 18 year old freshman
coed took her roommate’s last chocolate cookie

and in the ensuing pursuit ran through a glass

door in her dormitory. She sustained major lac-

erations of the right hand and only an oversized

fraternity ring prevented her from completely
severing all the flexor tendons in her palm.

So much for children.

Adults are by no means immune to this

type of accident. The very intent female

shopper seems to be particularly susceptible

to walking into closed glass doors. A bro-

ken nose and embarrassing black eyes are

the common sequelae.

Much more severe, however, is the injury

sustained when the female shopper mis-

takes a full length plate glass window for

*From the Department of Surgery, Vanderbilt

University Hospital, and the Roswell Park Me-
morial Institute, Buffalo, New York.

Dr. Sachatello presently is at the Surgical

Service, Nashville General Hospital, Nashville,

Tenn.

Fig. 1. (Case 1.) Patient at the end of one year.

Complete wrist drop and axillary wound are ob-
vious.

an open door. Plate window glass is consid-

erably thinner than door glass and it is pos-

sible for an adult walking at a normal rate

to go completely through a full length glass

window.
Case 4. A woman mistaking a window for an

open door, walked into and completely through a

full length plate glass window. She sustained

severe lacerations of the face, chest, and groin, in

addition to a broken nose. She required general

anesthesia and several units of blood to repair

her wounds.

Of interest is the fact that several shop-

pers had walked into this same window in

previous weeks and at least one required
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medical treatment. A 20 year old woman
died after a similar accident in Chico, Cali-

fornia. A 4 inch piece of glass punctured

her myocardium.

-

Pathogenesis

The more severe injuries from glass doors

are especially common in active young
boys. Usually the youth is playing indoors

with a brother or a friend and in the course

of boyhood activities they begin to chase

one another about the house.

It is here in the heat of play that the glass

door becomes “invisible” momentarily.

The youngster either runs completely

through it or stops abruptly only to fall

through with arms outstretched. Young-
sters, much more so than adults, are prone

to major neurovascular wounds. Adults

usually have considerably more subcutane-

ous fat and muscle mass protecting the

neurovascular structures.

These injuries are potentially fatal and
can certainly produce life long disability.

There are no recorded deaths in children

in Tennessee from this type accident al-

though only prompt first aid enabled pa-

tient No. 1 to reach the hospital alive. One
adult, however, was exsanguinated from a

laceration of the axillary artery after slip-

ping and falling through a glass shower
door. Szczypinski and Fuerst^ have also

described a patient similar to Case 1 in

DIPHENYLHYDANTOIN IN CARDIAC AR-
RHYTHMIAS, Michael Rosen, M.D., Robert
Lisak, M.D., and Ira L. Rubin, Am. J. Card. 20:

674, 1967.

In this study diphenylhydantoin was adminis-

tered as the initial drug in a series of 57 patients

having 73 episodes of cardiac arrhythmias. Five

mg./kg. of the drug was infused in 5% dextrose

and water over one-half to four minutes.

All arrhythmias that responded did so within

five minutes after completion of diphenylhy-
dantoin infusion. There was no response to pla-

cebo therapy. Of 73 arrhythmias, 49 occurred in

patients on digitalis. Thirty-one of 79 (63.2%)
arrhythmias responded to diphenylhydantoin.

Nineteen of 36 (52.9%) episodes of supraventri-

cular arrhythmia in patients on digitalis were
converted by diphenylhydantoin. Discounting the

cases of atrial flutter and chronic atrial fibrilla-

tion, 28 of 35 (80%) arrhythmias in digitalized pa-
tients were converted, and 16 or 22 (72.7%) su-

praventricular arrhythmias were converted.

Twelve of 13 (92.3%) ventricular arrhythmias oc-

which prompt manual compression of an
axillary wound was lifesaving.

Discussion

Although accurate statistics are unavail-

able, it is our impression that similar acci-

dents are far more frequent than is gener-

ally recognized.

The frequency of these accidents corre-

lates with the increased utilization of glass

in modern home construction. Accordingly

it appears that children of the affluent are

more susceptible to glass door accidents.

This is in distinct contrast to major burns,

accidental poisoning, and wringer injuries,

all more common in the lower socio-eco-

nomic groups.

Parents with active youngsters would be

well advised to consider glass doors as a po-

tential source of major injury. Fortunately,

however, special tempered glass can be sub-

stituted for ordinary plate window glass.

Tempered glass has the property of shat-

tering into innumerable small pieces and

appears to be much less apt to cause major

disabling injuries.
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curing in digitalized patients were converted by
diphenylhydantoin.

Twenty-four supraventricular and ventricular

arrhythmias occurred in patients not on digitalis;

in only one was diphenylhydantoin effective.

The only patients excluded from this study

were those with ventricular rates of less than 60

per minute and those with second degree or

greater AV block. When conversion occurred,

further intramuscular and oral medication was
given for an average of five days. Three patients

experienced marked but transient hypotension; 1

patient had sinus arrest of six seconds duration

before conversion. Other minor side effects were
pain at the site of injection and “light-headed-

ness.”

This and other current studies have not fully

evaluated the range of arrhythmias in which di-

phenylhydantoin may prove beneficial. (Abstracted

for the Middle Tennessee Heart Association by
Crawford F. Barnett, Jr., M.D., Director, Heart
Disease Control Program, Tennessee Department
of Public Health, Nashville, Tennessee.)
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Since the content of this article is receiving much discussion in the news media, consideration by
an authority should be of interest to our readers. This paper is being reprinted by the courtesy of

the West Virginia Medical Journal (63:433, [Dec.] 1967)

The Drug Problem Among Young People*
DANA L. FARNSWORTH, M.D.f Boston, Mass.

The current publicity attending the unau-

thorized use of drugs by young people has

convinced the general public that drug tak-

ing is a new problem. It is not. For thou-

sands of years, alcohol, peyote, marijuana,

hashish, opium and other substances which
produce similar effects (such as laughing

gas [nitrous oxide], ether and glue sol-

vents) have been used to alter human con-

sciousness and distort the ordinary sense of,

and responses to, reality. What is new,

however, is the high incidence of young

people participating in “the drug scene” and

the extent of acceptance or encouragement

of it by influential members of the literary

and academic worlds.

Of all the hallucinogenic agents, LSD
(lysergic acid diethylamide) and marijuana

(cannabis) are at present the most widely

used. Less extensive use is made of mesca-

line, bufotenine, psilocybin and demethyl-

tryptamine.

The pharmacological qualities of LSD are

discussed in a recent article by the Commit-

tee on Alcohol and Drug Dependence of the

AMA Council on Mental Health.^ As yet,

research has not established LSD as an ef-

fective treatment for any disorder. Such

research, however, is gravely handicapped

by emotional reactions toward the drug en-

gendered by its irresponsible and illicit use.

The chief objection to the use of LSD
arises from the growing body of evidence

that it produces irreversible changes in the

life style and personality of those who use

it. Physiological changes are suggested in

Cohen’s work on chromosomal disruption.^

Psychological changes usually include im-

pairment of the subject’s ability to make
realistic judgments. An individual who is

under the influence of LSD can ignore facts

*Presented before the second general scientific

session of the 100th Annual Meeting of the West
Virginia State Medical Association at The Green-

brier in White Sulphur Springs, August 25, 1967.

fDirector, University Health Services and

Henry K. Oliver Professor of Hygiene, Harvard

University, Cambridge, Massachusetts.

previously held to be valid and construct

new beliefs, no matter how irrational.

Such forms of thinking bear much similar-

ity to psychosis. A person may feel that he

has powers which he did not previously

have, or that certain laws of the environ-

ment (such as vulnerability) are not opera-

tive in his case. For example, feeling omni-

potent, he believes that he can jump out of

a window without being hurt. Wishful

thinking becomes prominent. Preoccupation

with isolated aspects of sensory experiences

may replace all other sensations. Most
characteristic of all is the abandoning of

long-term patterns of striving which Freed-

man and Powelson^ describe as follows;

“LSD enthusiasts talk of religious con-

versions, the awakening of artistic crea-

tivity, the reconciliation of opposites.

The main change to be observed in such

individuals, however, is that they have

stopped doing anything. The aspiring

painter talks of the heightening of his

aesthetic sensibilities and skills, but he

has stopped painting. The graduate

student who withdrew from writing his

dissertation in philosophy talks of the

wondrous philosophical theories he has

evolved. But nothing is written. It

seems that the world of fantasy has be-

come far more compelling than exter-

nal things. Indeed, fantasy is substi-

tuted for reality.”

One enthusiastic user of LSD and mari-

juana says, “It has been ’s experience

and many others, including my own, that

the mind-drugs, the hallucinogens, do very

interesting and wonderful things and

greatly open the mind to the creative pro-

cesses.” To an observer he appears to have

abandoned the usual efforts to be clean,

neat and presentable; he has failed in col-

lege, has no job (and doesn’t want one)
,
yet

insists that he has achieved happiness.

Like many other users of the hallucinogenic

drugs, he insists that physicians who take
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care of those who become disturbed or psy-

chotic know nothing about the drugs, refuse

to see their good qualities, and are in no po-

sition to judge them because they have not

taken them themselves. Clinical reports of

persons involved in acute and chronic psy-

choses, suicide, or even murder are dis-

counted by the more ardent advocates of

drug usage as being so few in number as to

be insignificant.

In the past, most users of illegal drugs

had deprived socio-economic backgrounds

and poor social and educational records, a

tendency to criminal behavior, and pre-

ferred narcotics to other drugs. In general,

the new users come from the middle class,

have had good educational experiences, and
often are involved in intellectual or creative

pursuits. When drug use changes their at-

titude and capacity for judgment, the

differences are much more noticeable than

they are in the more deprived groups.

The evidence of harmful effects of mari-

juana is less clear than that of LSD. In

fact, many people insist that its use has no

disadvantages other than being illegal, and
some groups are campaigning vigorously for

legalization of marijuana. A comprehen-
sive presentation of the proponents’ argu-

ments appears in Ginsberg’s ^ Atlantic

Monthly article “The Great Marijuana

Hoax.”

On the other hand, there are those who
maintain that marijuana’s dangers go be-

yond the legal ones. As with the drug’s ad-

vocates, its opponents’ points of view consti-

tute a spectrum, with some objecting on

moral grounds, some on the basis of its psy-

chological and physiological effects, and

some who do not oppose use of marijuana
per se but interpret it as a sign of young
people’s personal and societal difficulties

and an unconscious call for help.

Keeler® has reported 11 instances of ad-

verse reactions to marijuana. Some of

them were of psychotic proportions and in-

cluded panic, fear, depersonalization, gross

confusion and disorientation, depression,

and paranoid reactions. Four subjects be-

came schizophrenic (with thinking disor-

ders and inappropriate affect) after exten-

sive use of marijuana, amphetamine and

LSD. Keeler is of the opinion that mari-

juana can produce psychotic disorders of a

serious degree and that its use can initiate

destructive changes in life style. When
there are differences of opinion on this lat-

ter point, the “patient” approves the change
but most other persons do not.

My experience, and that of my colleagues

at the Harvard University Health Services,

support the contention that the use of mari-

juana does indeed entail risk. In fact, we
find it to be harmful in many ways and to

lack counterbalancing beneficial effects.

Many students continue to think it is bene-

ficial even while their grades go down and

while other signs of decrease in responsible

and effective behavior become apparent.

Some Characteristic Complications

A few characteristic complications of

marijuana usage will serve to illustrate our

concern:

A 21-year-old woman was involved in a

conflict with her mother regarding choice of

serious dating partners, following which she

renounced her religion, drank to excess, and

became promiscuous. When she became
fearful of the effects of drinking she began

smoking marijuana regularly. She then be-

came depressed. To combat her depression

she used more and more marijuana and, on

one occasion, after smoking an unusual

amount, slashed her wrists and was admit-

ted to a hospital. Under psychotherapy she

improved, stopped using drugs, and re-

sumed effective academic work.

A 19-year-old man with high moral stand-

ards became depressed, used marijuana to

combat an acute depressive episode, experi-

enced “black despair,” and then obtained

sedative pills from a friend which he took

in an attempt at suicide. After admission

to a hospital and subsequent treatment for

his depression, he improved and has re-

sumed his studies.

A 20-year-old woman with a long history

of emotional conflict became socially irre-

sponsible, intermittently depressed and oc-

casionally overactive and irritable. She

tried marijuana to combat her symptoms

but found that it was not giving her the

“kick” she had sought. On the advice of

friends, she began taking LSD with the

hope that it would enable her to gain in-

sight and become more aware of herself.
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Her potentially disastrous behavior contin-

ues and psychotherapy is refused.

A 19-year-old man with dirty clothes, un-

kempt hair and beard, in conflict with his

parents, hopeless about society, has been

taking benzedrine, dexedrine, marijuana

and LSD, “to find out about himself.” He
views those who encourage him to avoid

drugs as part of the hostile establishment

who are infringing on his rights. His use of

drugs serves as a barrier against develop-

ment of the kind of satisfying interpersonal

relations he desires as well as an obstacle to

psychotherapy.

A senior premedical student with an ex-

cellent academic record, already admitted

to a medical school, suddenly began to do

failing work in one course. He said his en-

ergy had been diverted into trying to stop

using marijuana, which he had begun using

extensively during his senior year. When
faced with the necessity of studying he

found it easier to “take pot.” Under its in-

fluence he was convinced that studying for

examinations was not as important as other

things. He wanted help, stating explicitly

that he considered the use of marijuana

harmful because it encouraged him as well

as his friends who used it to “evade reality

and pursue illusory goals.”

Another student denied that his extensive

use of marijuana adversely affected his aca-

demic performance, but said that while

under its influence he lost both the desire

and ability to study. At the end of the

semester his grades dropped precipitously.

He refused psychiatric help, saying that al-

though he knew he had an emotional prob-

lem, drugs had nothing to do with his aca-

demic difficulties. Whether or not he is

right cannot be proven at present, nor is it

relevant, since he is in trouble and does

need some kind of help.

These cases illustrate some of the issues

involved in the great marijuana debate. In

no instance did marijuana cause the origi-

nal conflict. On the other hand, it contrib-

uted nothing positive and probably added to

the problems each person faced; indeed, it

may have delayed or prevented effective

approaches to the solution of their conflicts.

In one sense, it is misleading to talk about

“the drug problem” as if it were an isolated

phenomenon for, in fact, it is only one as-

pect of young people’s position in contempo-
rary society. If drug taking were not re-

lated to current social conditions and indi-

viduals’ reactions to them, it would be

much easier to deal with. But the issues

are complex; that is, drug taking means
something.

Fashionable Aspect

Undoubtedly, fashion has something to do

with drug use. In some circles, and partic-

ularly among the young, experience with

drugs has become a kind of social currency,

a source of status and esteem. It is possi-

ble, therefore, that if drug taking were no

longer condoned by most young people, the

users, deprived of the gratification of peer

approval, would turn to other (ideally more
constructive) methods of dealing with their

personal problems.

But if there were not more fundamental

factors at work, drug taking would go the

way of goldfish swallowing and telephone

booth cramming. The fact that drug taking

is illegal reveals its function as a form of re-

bellion and protest—and it is tempting to

write it off as such—that is, as a typical

“phase” of youth which should be ignored

because its passing is inevitable, or treated

with a get-tough policy. It would be

wrongheaded, however, to do so; young peo-

ple’s rebellion is meaningful to them, and

constitutes both a response to their situa-

tion and a way of dealing with it.

Furthermore, their judgments often are

more valid than older generations care to

admit.

On a personal level, young people tend to

suffer intense feelings of isolation and vul-

nerability. Present-day American society

and its institutions often exacerbate these

feelings. For example, the mass-produced

is valued more, the man-made less than

ever; both the government and colleges are

becoming larger and more impersonal; and
the individual’s sense of being insignificant

and helpless is increasing.

The process of attaining skill in the trades

and professions seems to them at least un-

comfortably long and sometimes irrelevant

to their future activities. For many mem-
bers of minority groups it is impossible.

School is the only place most young people

can be sent for training. When school pro-
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grams are imaginative, relevant to past ex-

periences and future expectations, and led

by teachers whom the students can like and
respect, students participate with enthusi-

asm. When curricula are dull, teachers

uninspired, listless, underpaid and over-

worked, physical facilities inadequate, and
support from parents and the community
lacking, the students can hardly be ex-

pected to be enthusiastic about their educa-

tion.

Moreover, young people are keenly aware
of social injustice, the threat of nuclear war,

and the ineffectiveness or downright hypoc-

risy of many of those in authority. They
are confused about authority, not clearly

appreciating that responsible authority per-

mits a democracy to exist whereas irrespon-

sible authority, or authoritarianism, is de-

structive of the democratic process. As a

result of their confusion they often tend to

reject all authority. Sometimes their criti-

cisms of society become so generalized that

they reject most conventional values, refuse

to participate in a system they see as perni-

cious, and focus instead, with drugs as their

instrument, on their own subjective values

and experience; this is the meaning of the

phrase turn on, tune in, drop out, (e. g.,

marijuana often seems to them to produce a

sense of greater fellow-feeling and better

communication)

.

Because of their psychological effects,

drugs temporarily help young people to es-

cape their feelings of being alienated, under

pressure, and helpless; simultaneously, the

act of drug taking places each individual in

a group of kindred spirits. He may feel

better related to others even as objective

observation shows him to be even more iso-

lated than before.

Many young persons have not had the ad-

vantage of a family life in which they were

trained for responsibility. One group of

young former drug takers who appeared on

a David Susskind show agreed that if their

parents had been concerned about them and

had been strict in setting standards for

them to follow, the possibility of their be-

coming dependent on drugs would have

been decreased. In their discussion they

formulated the principle that concern with-

out discipline is of little value and disci-

pline by parents who do not really care

about their children is useless.

Drug use and its associated forms of be-

havior have certain built-in limitations.

They provide little permanent satisfaction.

Short-range satisfaction is derived from
peer group approval and publicity. More-
over, the overzealous (and sometimes
blatantly wrong) activity of some law en-

forcement officials serves as justification or

“proof” of the rightness of their own posi-

tions. The exaggerated concern accorded

them by their frustrated and bewildered

critics may encourage them to persist with

their self-defeating activities longer than

they otherwise would prefer. Since most of

them seem to have no fixed income other

than what they get from their families, and

are not developing a capacity for responsi-

ble employment, they may ultimately tire

of their vagabond existence. There is con-

siderable evidence that many young people

toy with various forms of asocial or antiso-

cial behavior only to return to more respon-

sible modes of living, often with strong ded-

ication to the righting of social wrongs.

The methods by which alienated young

people choose to show their disdain for

conventional values make rational thinking

about their behavior difficult for older peo-

ple. Whereas the young usually put high

priority on love, peace, idealism, and simi-

lar attributes, their appearance and behav-

ior often seem to be peculiarly designed to

attract criticism. Long hair, outlandish fash-

ions, lack of cleanliness, sexual laxity,

disrespect for personal and public property,

and a manner which appears arrogant and

impulseridden frequently accompany exper-

imentation with drugs. Irritation with

specific forms of disapproved behavior

tends to divert attention from the funda-

mental problem, i.e., the dissatisfaction of

these people with the values they observe

and their subsequent alienation, and direct

it toward changing or forbidding the behav-

ior considered undesirable. Attention to

the reasons for alienation and disenchant-

ment, if it is to be effective, must include

respect for the individuals involved, and

tolerance (but not necessarily approval) for

their behavior.
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The Physician's Role

In their desire to express themselves the

majority find satisfaction in their studies,

their school associations, and the support

they get from their families and friends.

Others not so fortunately situated cannot

resolve their conflicts (usually they are not

even aware of what the conflicts are) and
express themselves in delinquent acts, or

poorly controlled impulse expression, or by
showing no sense of social responsibility (or

any combination of these) . An even more
serious result of the failure to develop a

way of life that yields satisfaction is the de-

velopment of mental or emotional illness.

A new and disturbing aspect of hallucino-

genic drugs is that they may permanently
impair the judgment of people who experi-

ment with them. These potentially capable

young men and women could thus become
permanent casualties of their struggle to

give meaning to their existence, and we
should find methods of preventing such a

disaster if possible. Physicians are in a par-

ticularly good position to help educators de-

velop such methods and should, therefore,

acquaint themselves with the issues in-

volved.

If we approach the solution of the drug
problem with single-minded determination

to eliminate the drugs, or prevent their use

by young people, we run the risk of adding

to our difficulties rather than minimizing

them. Drugs should be viewed as an inci-

dental factor, considered in the same class

as other forms of “acting-out” behavior

(disrespect for property, acting on impulse,

accident proneness, delinquency)
,
and not

as the central problem. This does not

lessen the importance of appropriate laws

for the control of potentially harmful drugs

and support of law enforcement agencies.

In showing such support, however, the phy-

sician should not be the punitive agent, thus

depriving troubled people, who happen to

use drugs as one of their attempts to deal

with their conflicts, of one of their sources

of effective help.

The American Medical Association,

through its Committee on Alcohol and Drug
Dependence and the Council on Mental

Health, has prepared a series of statements

on all the drugs about which medical au-

thorities are concerned.

Those on narcotics'^’ barbiturates,' am-
phetamines,® marijuana,® and LSD^ have
been published in JAMA. An extensive

monograph on alcoholism and a summariz-
ing statement for the general public about

the drug problem have been published

separately.

Armed with the information contained in

these publications, every physician can be

of inestimable help to educators, law en-

forcement officials, clergymen, parents,

leaders of young people’s organizations, and
others in each community who have a re-

sponsibility for keeping drug usage within

reasonable and appropriate limits. Success

in such an endeavor will depend to a large

extent on gaining the understanding and
support of the vast majority of young peo-

ple who are interested in approaching the

solution of problems facing them in sound

and intelligent ways. Giving them the

facts in terms that can be clearly under-

stood, without moralizing, in combination

with efficient enforcement of the laws cov-

ering distribution of these drugs, appears to

be our most important weapon.
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POSTEXERCISE ELECTROCARDIOGRAM IN
ARTERIOSCLEROTIC HEART DISEASE ITS
VALUE IN DIAGNOSIS AND PROGNOSIS.
Robb, George P. and Marks, Herbert H. JAMA
200 : 918 , 1967 .

The value of the postexercise electrocardiogram

in the diagnosis of latent arteriosclerotic heart

disease is well established. Its value in the prog-

nosis of coronary artery disease is not as well es-

tablished. A system of grading the degree of is-

chemic response in the postexercise electrocar-

diogram according to the amount of ST segment
depression was devised by the senior author in

1957. Cases dating from 1949 through 1963 have
been studied to give a long-term follow up for

each category of ischemic changes.

The study is based upon a follow up of 2,224

male applicants for life insurance* who are given

a standard exercise test at the time of applica-

tion. The period of observation averages 5.6 years

with a minimum of one year. The majority were
between the ages 40 to 65.

Initially, the postexercise tests were classified

as to ischemic or non-ischemic changes. Non-
ischemic changes included: negative responses,

ST junctional depression, T wave changes, cardiac

arrhythmia and conduction defects. Ischemic

changes were based on ST depression of:

(a) strictly horizontal or (b) down sloping direc-

tion and depression 0.1 mm. or more below end of

preceding PR segment. Three grades were distin-

guished: grade I, 0.1 mm. to 0.9 mm., grade II, 1.0

mm. to 1.9 mm., grade III, 2.0 mm. or more. The
findings were the maximum ST segment depres-

sion found at any lead I, II, AVL, AVF, V-4, V-5
and V-6.

Ischemic changes were noted in 299 cases or

13.5 percent; grade I, 196 cases, grade II, 68 cases,

grade III, 35 cases.

The mortality of each subgroup was compared
with that of standard risks. The mortality figures

are based on relatively small numbers of death

and, therefore, only serve to indicate trends.

The outstanding result of this study is that the

cases with ischemic ST segment depression had a

mortality from all causes four times greater and

from coronary artery disease eight times higher

than that for cases with non-ischemic responses.

Survival for 5 years in the ischemic group was

89%, 10 years 72 percent. The nonischemic group

survival was 98% for 5 years and 94% for 10

years.

As compared to nonischemic group; grade I is-

chemic group mortality was twice as great, grade

II four times as great and grade III eight times as

AMA Committee on Alcoholism and Addiction,

AMA, Chicago, 1967.

11.

The Crutch That Cripples: Drug Depen-
dence. Prepared by the AMA Committee on Al-
coholism and Drug Dependence, AMA, Chicago,

1967.

great. This study included ST segment depression

less than 0.5 mm. as ischemic response. The ex-

perience was too limited for final conclusion.

Mortality studies as to location and extent of

ischemic response revealed the lowest mortality

with grade I, involving lead combinations V4
through V6. The highest mortality occurred in

grade III involving all three combinations studied:

I—AVL
II—AVF

V4 through V6

For men with a record of definite or probable

coronary disease, who had ischemic response,

mortality from all causes was five times as high as

the nonischemic group. The mortality from coro-

nary artery disease was seven times as high.

Minor T changes were noted in 18% of the total

cases studies. Among these 404 cases, ischemic T
changes occurred in 30 percent.

Author’s Comment:

(1.) Small proportion with ischemic response

due to select nature of insurance popula-

tion.

(2.) Validity of ischemic ST segment depres-

sion after exercise demonstrated by close

correlation with mortality.

(3.) With rare exception ischemic depression

on electrocardiogram is due to coronary

atherosclerosis.

(4.) Prognosis for life becomes progressively

worse with an increase in the degree of is-

chemic depression and the extent of myo-
cardial involvement.

(5.) Cases with downsloping ST segment is

probably due to transmural ischemia and
carries a worse prognosis.

Summary: Ischemic ST segment depression of

any amount is the only valid evidence of coronary

insufficiency in the postexercise electrocardiogram.

The amount of ST segment depression produced
by exercise is directly related to the degree of

coronary insufficiency and myocardial ischemia.

ST junction depression of any type and degree is a

normal response to exercise. Isolated T wave
changes is a non-ischemic response, not due to

coronary disease. The QX/ZT ratios are unreli-

able methods of detecting coronary insufficiency.

(Abstracted for the Middle Tennessee Heart Asso-

ciation by James M. Hudgins, M.D., Nashville.)

*This study was conducted at the Metropolitan

Life Insurance Company in New York and all

data derived are from its record.



April, 1968 STAFF CONFERENCE 403

STAFF CONFERENCE

City of Memphis Hospitals*

Hyperaldosteronism

DR. HARWELL WILSON: The first pa-

tient will be presented by Dr. Donald Dun-

can. This patient’s history and findings il-

lustrate very well the problems of hyperal-

dosteronism. The important features lead-

ing to the correct diagnosis and the surgical

management can be well outlined by re-

viewing this patient’s recent experience in

the hospital. Dr. Duncan, will you give us

the history.

DR. DONALD DUNCAN: This 51 year old

white lady had hypertension for seven to eight

years. Her initial symptoms were headache,

weakness, edema, and palpatation. For the first

2 years of hypertension her blood pressure was

only “slightly elevated” and no medication was

required. Although blood pressure recordings

from five and a half years ago are not available,

the blood pressure apparently became elevated

enough to require medication. Phenobarbital

and a thiazide diuretic were begun to which the

elevated blood pressure responded temporarily.

However, after beginning this medication she be-

came much weaker.

For the next four and a half years she contin-

ued to take phenobarbital and several different

derivatives of thiazides. During this time the

blood pressure varied from 160/90 to 180/100

and the edema, headaches, and weakness contin-

ued to progress. Weakness was so severe that

often she could walk only with support. During

much of this time her extreme weakness was

thought to have a psychosomatic basis. After 2

years of treatment, the patient made a self-diag-

nosis of hj’pokalemia from the medical brochure

accompanying the thiazide medication.

One and one-half years ago she developed thy-

roiditis and was treated initially with steroids to

which she failed to respond. After several

months of steroid treatment, she was referred to

Dr. Runyan, Endocrinologist at the University of

Tennessee Medical Units. Dr. Runyan confirmed

the diagnosis of thyroiditis, instituted thyroid

(synthyroid 0.15 mg. per day) and discontinued

steroids. Her thyroiditis rapidly responded to

this treatment with remission of pain and a de-

crease in size of the thyroid gland.

On a following visit to Dr. Runyan, the patient

was noticeably weak and the blood pressure re-

cording was 170/100. With the long history of

*From the Department of Surgery, The Uni-
versity of Tennessee, College of Medicine, Mem-
phis, Tennessee.

weakness, edema and hypertension, serum elec-

trolytes were analyzed. Sodium was 143 and po-

tassium 1.8 mEq./L. The patient was admitted

to W. F. Bowld Hospital for evaluation of possi-

ble aldosteronism. In the hospital diuretics were
discontinued and potassium supplement was
given. Within 2 days she had made a very satis-

factory response, and was discharged with a

tentative diagnosis of secondary aldosteronism

due to long term treatment with thiazide diuret-

ics.

After discharge from the hospital on thyroid,

therapy potassium supplement, and discontinua-

tion of diuretics, she improved rapidly. She felt

better, regained her strength, and became active

for the first time in more than 6 years.

However, the headaches continued and on a re-

turn visit several months later, the blood pres-

sure was found to be 220/110. The sodium and
carbon dioxide levels were elevated, and the

serum potassium was 2 mEq./L. The urine was
alkaline. Serum renin levels had a baseline of

zero and stimulation produced no rise in renin

levels. Aldosterone levels were obtained which
were moderately elevated. The patient was
readmitted to the hospital for the purpose of sur-

gical treatment for an adrenal cortical adenoma.

DR. WILSON: We were convinced from
the studies which have been outlined that

this patient almost certainly had a cortical

adenoma of the adrenal gland. At opera-

tion the abdomen was opened through a

midline incision. The lesser peritoneal sac

was entered through an opening made in

the gastrocolic omentum. The left adrenal

gland was exposed by this approach after

freeing the lower border of the pancreas

and retracting it superiorly. On palpation

of the unmobilized left adrenal, we were
unable to feel or see any evidence of an ad-

enoma. Following this the right adrenal

was exposed after incising the parietal peri-

toneum over the region of the adrenal. The
gland on the right side appeared slightly

smaller than the left, and again we were
unable to palpate or recognize the presence

of a tumor.

Our attention was again turned to the left

adrenal which was mobilized laterally and

interiorly. On palpation between the

thumb and index finger, a firm nodule

which gave the impression of being approx-

imately 1 cm. in size could be felt in the left

adrenal. The gland was elevated. Silver

clips were applied to the adrenal veins and

the left adrenal was removed. The anesthe-

siologist noted some elevation of the blood

pressure while the left adrenal was being
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manipulated prior to the time the clips

were applied to the vein. The gland was
sectioned in the operating room immedi-
ately after removal and an adenoma with
its characteristic deep orange appearance
could readily be seen in the gland which
had been removed.

This patient, who was operated upon 8

days ago, has had a remarkably uneventful

postoperative course and it is our belief that

she will rapidly return to a normal physio-

logic state.

We are fortunate in having Dr. Runyan,
our endocrinologist who has studied this pa-

tient, with us at rounds today. Dr. Runyan,
I would appreciate having you open the dis-

cussion concerning the diagnosis and man-
agement of this interesting patient.

DR. JOHN W. RUNYAN, JR.: Thank you
very much. Dr. Wilson. We have been
most interested in working out our patient’s

problem during the past year. When she

was initially seen, she had subacute thy-

roiditis and our attention was turned to this.

She responded satisfactorily to thyroid

suppression therapy and other measures. It

was at the second visit that the suspicion of

primary aldosteronism arose when the his-

tory of hypertension, profound weakness,

and hypokalemia became apparent. She
was brought into the hospital with the ad-

mitting diagnosis of primary aldosteronism,

but in a relatively short interval, she re-

sponded very well to the administration of

potassium and the discontinuance of the

thiazides which she had been using for con-

trol of the hypertension. At that time we
temporarily set aside the diagnosis of pri-

mary aldosteronism. In the Fall of 1966,

when she again had weakness together with

hypokalemia without the use of thiazides,

the issue of primary aldosteronism was re-

opened. She was admitted to the hospital

at the end of 1966 for definitive diagnosis.

She had the typical electrolyte pattern for

primary aldosteronism with the serum po-

tassium in the range of 2 to 2.8 mEq./L. se-

rum sodium which was elevated to the up-

per limits of normal, an elevated carbon

dioxide combining power, serum chlorides

that were normal, and an alkaline pH of the

urine. Urinary potassium levels were ele-

vated in the face of hypokalemia. These

would be considered to be minor criteria for

the diagnosis of primary aldosteronism and
would not be sufficient to make a definitive

diagnosis. However, we then proceeded to

obtain arterial levels of renin, A baseline

renin level was determined with the patient

on an unrestricted salt diet for several days
and suspine on the morning of the test. Then
for four or five days she was placed on strict

sodium restriction, a diuretic (Dyrenium)

,

and potassium were administered and, a

second specimen of arterial blood was taken

for the renin level after she had been ambu-
latory for several hours. Both of these lev-

els were found to be depressed which were
interpreted to mean that the normal renin

angiotensin system for regulating blood vol-

ume was not operating. In a normal indi-

vidual after volume depletion by salt re-

striction and diuretics, we would expect a

marked increase in the second renin level

over the baseline. Urinary aldosterone ex-

cretion levels were then determined with

the patient on an ad lib. salt diet. These

levels were found to be only modestly ele-

vated, being 29 micrograms per 24 hours

with a normal range of 6 to 26 micrograms.

With this information, together with the

previous known history of hypertension,

weakness and electrolyte pattern in the

serum and urine, we were sufficiently confi-

dent of our diagnosis to recommend to the

patient that she undergo exploration for an

aldosterone tumor. However, since we
knew that there was a possibility that the

tumor or tumors would be extremely small

and not readily found at the time of opera-

tion, we indicated to the patient that we
would proceed with the removal of the left

adrenal with careful sectioning to see if a

very small tumor could be found. If none

was found on the left side, then the plan

was to remove 90% of the right adrenal and

carefully section it in the search for the

tumor. With some concern, the patient did

agree to this procedure, and fortunately the

tumor was successfully found in the left

adrenal, leaving the right adrenal intact. I

would like to emphasize that the means for

definitive diagnosis are available and that

all individuals concerned should have a

clear idea of what is to be done at the time

of exploration. I have seen several instances

just recently where this was not clarified

prior to operation, and the patient was
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closed without definitive procedures being

done. In some instances this resulted in

considerable hardship on the patient.

Thank you very much for the opportunity

of coming to your Grand Rounds, Dr. Wil-

son.

DR. WILSON ; Dr. Chappell, I believe

you reported upon a somewhat similar pa-

tient from our service last year. We would
appreciate any remarks you might feel are

appropriate.

DR. FENWICK CHAPPELL; It is inter-

esting that this patient, like a similar one

reported from this institution last year, had

disabling episodes of muscular weakness,

considered to be probably psychosomatic

until the low values of serum potassium

were found. This symptom, present in about

three-fourths of the reported cases of al-

dosteronism in women, is further aggra-

vated by the administration of thiazide di-

uretics which produce increased renal ex-

cretion of potassium.

DR. WILSON: Dr. Hopson, would you
care to add to the discussion?

DR. BRIGGS HOPSON: This is an ex-

tremely interesting case and again points

out that there are certain causes of hyper-

tension which are amenable to surgical

treatment. The adrenal glands present a

certain number of significant causes of ele-

vated blood pressure. It is therefore very

important in working up all hypertensives

that we think of such things as primary al-

dosteronism, pheochromocytoma, and Cush-

ing’s syndrome, whether secondary to adre-

nal cortical tumors or hyperplasia of the

adrenals. These causes are now readily

diagnosed with the appropriate laboratory

studies and all instances can be corrected

surgically unless malignancy is found in the

tumor.

DR. WILSON: The percentage of cases

with hypertension designated as being of

the “essential” variety will continue to de-

crease as our understanding of the basic

causes of hypertension improves. Dr. Conn
feels with the simplification of complicated

laboratory methods which have already

been developed, it will be possible in the fu-

ture to diagnose a number of patients with

hyperaldosteronism prior to the time that a

decrease occurs in the potassium level. At
the present time there is another patient in

the hospital who has been relieved of severe

hypertension by the removal of a large

pheochromocytoma. A few weeks ago, still

another hypertensive patient was shown at

rounds who had been treated with an aorto-

renal artery bypass graft.

The midline abdominal incision was very

satisfactory in this particular patient. In

some instances a combined abdominotho-

racic incision has been very helpful where
an adrenal tumor is quite large. I am
thinking particularly of the large pheo-

chromocytoma. Some surgeons, of course

prefer to use a bilateral flank incision,

though, we prefer the abdominal approach.

I want to thank each of the participants

for his remarks about this most interesting

patient.
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Box 2896, Woodlawn Station

Birmingham, Alabama 35212

Phone: 205 - 836-7201

A patient centered

independent hospital for

intensive treatment of

nervous disorders . .

.

Hill Crest Hospital was estab-

lished in 1925 as Hill Crest

Sanitarium to provide private

psychiatric treatment of nervous

or mental disorders. Individual

patient care has been the theme

during its 43 years of service.

Both male and female patients

are accepted and departmental-

ized care is provided according

to sex and the degree of illness.

In addition to the psychiatric

staff, consultants are available in

all medical specialities.

MEDICAL DIRECTOR:
James A. Becton, M.D., F.A.P.A.

CLINICAL DIRECTORS:
James K. Ward, M.D., F.A.P.A.
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ALABAMA HOSPITAL ASSOCIATION . . .

BIRMINGHAM REGIONAL HOSPITAL
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STATE HEALTH PLANNING COUNCIL MEMBERS NAMED . . . Governor Elling-
ton has appointed the membership of the newly created Tennessee State
Health Planning Council, as required by law. Upon making the appoint-
ments, the Governor stated "the State Health Planning Council will have
a most important impact upon the health status of the people of Tennes-
see and its membership will serve as an advisory board to the health
planning division of the State Department of Public Health.” The Health
Planning Council is composed of both providers and consumers of health
services. A total of thirty-seven persons from across the state were named
for terms varying from one to three years. Eight doctors of medicine
were appointed to the thirty-seven man committee. They were: Drs. Eu-
gene VV. Fowinkle, Memphis; Harold B. Boyd, Memphis; G. Baker Hubbard,
Jackson; Lloyd C. Elam, Nashville; William A. Hensley, Jr., Cookeville;
Chas. C. Smeltzer, Knoxville ; Edward W. Reed, Memphis ;

and K. M. Kres-
senberg, Pulaski.
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PHYSICIANS' PROFESSIONAL ACTIVITIES—IMMEDIATE RESPONSE REQUESTED . . .

Every one of the 311,000 physicians in the U.S. and possessions is being
asked to complete a questionnaire which was printed in the March 18th
issue of the AMA NEWS . . . The questionnaire should be returned to the
American Medical Association as soon as possible . . . The information
is needed to verify biographical and historical records before they are
put on a new data processing computer system . . . The information will
be used when the 1969 edition of the American Medical Directory is
printed . . . You are urged to cooperate in returning the questionnaire
to the American Medical Association.
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PRESIDENT'S HEALTH MESSAGE . . . The President has submitted the Ad-
ministration's long awaited message to the Congress on "Health in Amer-
ica." The message called for; A sharp reduction in infant mortality;
programs to relieve the shortage of physicians and other health person-
nel ; control of the cost of medical care and better use of present
health resources ; reduction of accidental deaths ; and the launching of
"a nation-wide volunteer effort to improve the health of all Americans."
. . . To implement these and other goals, the President asked for; In-
creased appropriations for maternal and child health care programs ; es-
tablishment of a new center for population and human reproduction
studies and increased funds for birth control programs ; and the exten-
sion and expansion of the Health Education Act, Nurse Training Act,
Health Personnel Training Act, Health Research Act, and Graduate Health
Training Act by increasing federal aid to schools and students.

s;{

TO LOWER HEALTH CARE COSTS . . . President Johnson also called for
the development of incentives to reduce health care costs through the
prevention of unnecessary hospitalization and for a testing of incentive
plans to control hospital costs and charges . . . Also requested is the
establishment of a reasonable cost range for drugs and federally sup-
ported programs, and a drug compendium to be prepared by HEW.



WHAT WILL INVESTIGATIONS OF HEALTH CARE COSTS SHOW? ... The real
question today is what causes the increasing health care costs . . .

Will investigations show that part of the increase was created by gov-
ernment generated causes???? . . . Postal rates have increased 20% for
first class mail . . • Social Security rates have increased 18 percent
. . . If you paid $290.40 social security tax in 1957, you will pay
$343.20 in 1968 . . . Federal minimum wage has increased 15 percent
. . . Medicare reimbursement formulas increased charges to paying pa-
tients in Tennessee by approximately $3.00 a patient-day.

SMALL HOSPITALS NOW ELIGIBLE FOR JOINT COMMISSION ON ACCREDITATION
SURVEY . . . The Commissioners of the Joint Commission on Accreditation
of Hospitals, in a recent meeting, amended the criteria for eligibility
of hospitals for accreditation survey by reducing the minimum size re-
quired from 25 beds to 6 active adult beds . . . The action was based on
the belief that factors other than size contribute to a hospital's capa-
bility of meeting all standard requirements and that availability of an
accreditation survey will stimulate all hospitals to strive to reach and
maintain the level of patient care inherent in meeting JCAH standards
and to seek recognition of this achievement . • . The other criteria of
eligibility, that a hospital be registered by the American Hospital As-
sociation and that it be in operation at least one year under the same
ownership before survey, were not changed . . . Further information can
be obtained by writing the Joint Commission on Accreditation of Hos-
pitals, 645 North Michigan Avenue, Chicago, Illinois.

vV

MEDICARE ADMINISTRATIVE COSTS ... A lot of questions and discussion
is heard these days about the administrative cost involved with Medicare
. . . Recent reports of administering Medicare "compare reasonably" with
the administrative costs of private health plans, according to the So-
cial Security Administration ... In 1967 's first ten months, $76 mil-
lion, or 2.7% of the $2.8 billion paid in benefits was dispensed to ad-
minister Part A, the hospital insurance program. This includes the car-
riers' costs as well as the government's. The agency reports that ad-
ministrative expenses for Blue Cross hospital plans during 1966 were
about 5% of the $2.9 billion paid in benefits . . . During the same 1967
period $99 million, or 9.5% of the cost of benefits, was spent to run
the Part B voluntary medical insurance program, while the cost of admin-
istering Blue Shield plans in 1966 was calculated at 10.6% of the $1.2
billion in claims.
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NURSING GRADUATES UP; ENROLLMENTS DECLINE . . . More students graduated
from nursing schools last year than in 1966 but the number of enroll-
ments for 1967 showed a decline from the previous year, according to a
report from the National League for Nursing . . . The report indicated
38,237 students were graduated from nursing programs last year as com-
pared with 35,125 from the year before - an increase of 3,112 graduates.
Conversely, admissions declined by 2,001 the NLN said. Last year nurs-
ing schools admitted 58,700 students compared with 60,701 in 1966.
Graduations were up for all types of programs but enrollment rose only
in baccalaureate and associate degree programs.
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LEGISLATIVE COMMITTEE TO VISIT WASHINGTON ... The Legislative and
Public Policy Committee of TMA has scheduled its annual trip to the na-
tion's capitol to visit with the Tennessee Congressional delegation May
1, 1968. Physicians representing each of our state's nine congressional
districts will call on their congressmen and each Senator will be
visited by the TMA delegation. A Luncheon for the elected representa-
tives will be hosted by TMA in the Members Dining Room of the new Ray-
burn Building. The one-day affair has been conducted annually for the
past eight years and has afforded the Legislative Committee and other
members the opportunity to discuss first hand with the Tennessee members
of Congress legislation of interest and concern to the medical profes-
sion.

^ *l0^ •p ^

HEALTH PROJECT CONTEST WINNERS ANNOUNCED ... The 15th Annual
Health Project Contest sponsored by TMA and the Woman's Auxiliary to the
TMA, has been completed and the winners announced by Mrs. Harold Fein-
stein of Memphis, Auxiliary State Chairman. The winning entry entitled
"Smoking" was submitted by Knoxville Catholic High School. Two student
representatives of the school and the sponsor. Father Xavier Mankel, will
receive a cash prize of |500 during the TMA annual Meeting. Brainerd
High School of Chattanooga placed second and will receive a $300 prize;
Grundy County High School of Tracy City placed third and won $200;
Charlotte High School of Charlotte placed fourth and will receive $150
prize and two Memphis schools. Immaculate Conception High School and
Hamilton High School, tied for fifth place and will share the $100
prize. Dr. Lawrence Cohen of Memphis is chairman of the TMA Health
Project Committee.

^

LARGE TENNESSEE DELEGATION ATTENDS AMPAC WORKSHOP ... A group
of thirteen Tennesseans, including eight IMPACT Board members, attended
the 6th annual AMPAC workshop in Washington, D.C., March 8-9. The dele-
gation was one of the largest state groups attending the meeting. The

workshop was designed to aid state PAC members and the fifty state PAC
committees in their efforts to effectively form candidate support com-

mittees and to help elect responsible people to Congress. Political
figures appearing on the program included Senators George Murphy of

California, Senator Daniel K. Inouye of Hawaii and Representative Melvin
Laird of Wisconsin. Also appearing on the program was David Broder,

Washington Post columnist, Neal Peirce, political editor for the Con-

gressional Quarterly and pollster Samuel Lubell.



PART "B" MEDICARE REIMBURSEMENT GUIDELINES FOR PHYSICIAN VISITS
TO EXTENDED CARE FACILITIES, NURSING HOMES AND FOR HOME CALLS

The fiscal intermediary for Part ”B" of Medicare in Tennessee, Equitable
Life Assurance Society, has issued guidelines which will be used to determine
reimbursement of physicians for visits to extended care facilities, nursing
homes and for home calls. These guidelines were developed after meeting with
the TMA Utilization Review Committee March 14, 1968 and are as follows:

For patients having chronic conditions of some duration and are essentially
stable, these guidelines should be used for considering frequency of physicians
calls. For a patient whose condition is more serious than chronic stable and
additional care is warranted, the physician should enter on the claim form de-
tails in full in order for the intermediary to properly evaluate the claim.

Extended Care Facilities: These facilities provide regular and continuous pro-
fessional supervision which obviates the need for frequent visits by physi-
cians. For the chronic, stable case this should not require more than one

or two visits per month or in exceptional circumstances a maximum of four
visits per month.

Nursing Homes

:

These care facilities do not meet the requirements of E.C.F.'s
do not have equivalent professional supervision and probably necessitate
physicians visits two to four times a month.

Home Visits

:

These v/ill vary substantially and the number of medical visits
necessary for adequate supervision will vary accordingly. The exact condi-
tion of the patient is even more important in adjudicating the utilization
of home visits and each case will require careful consideration. Patients
confined to bed or wheelchairs and patients with indwelling catheters will

require more visits than the simple chronic ambulatory arteriosclerotic
cardiovascular case. The former may require visits more often than once a

week. The latter may be quite well cared for with two to four visits per

month.

Any acute medical condition such as active cardiac decompensation, pneu-

monia, acute urinary infection and so forth will require much more frequent

care by the physician than will be the case in the chronic conditions dis-

cussed above. Generally speaking, however, such an acute frequent care

situation should begin to respond to treatment in a reasonable time and the

need for frequent visits revert to the chronic condition level.

Physicians submitting very frequent visit charges, especially daily visit

charges in E.C.F.'s and nursing homes and daily home visits extending more than

a week or two, should be requested to explain the circumstances necessitating

such care. As a general rule patients requiring daily care at home or in the

less sophisticated institutions probably should be considered for transfer to a

more complete medical facility.

Guidelines for Injectables

In billing for drugs the following rule should apply:
The cost of the drug to the next highest dollar plus $2.00 for administering

plus professional office visit or home call.
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^^te^Cdent
'

Ethics and Medicare

On several occasions during the past year, most recently at a
Multnomah County Officers Conference in Portland, Oregon, I’ve
been asked the question, “What is the most important problem
facing American medicine today?” Many different answers have
occurred to me, including legislative, administrative, financial, and
ethical matters. At the recent AMPAC workshop in Washington,
D.C., one of the luncheon speakers touched on an issue which I

feel is growing in magnitude and probably represents one of the
most important problems that we are going to face in the immedi-
ate future. This concerns the over-utilization of medical services
by patients, with the cooperation and perhaps even with the en-
couragement of some of our practitioners of medicine.

The United States Department of Health, Education, and Welfare has given the fiscal

intermediary in Tennessee, the Equitable Life Assurance Society, the responsibility for
determining whether or not over-utilization is occurring. In connection with the Federal
regulations, our State Association has appointed a committee of the last five past-presi-
dents to perform this function for us in conjunction with representatives from the Equit-
able Company. Several instances of possible over-utilization have been reported to our
committee by Equitable, and the committee is reviewing these cases. One of the problems
this committee must face is how to determine whether or not a physician is abusing his

right to determine how often a patient may be seen, as well as what procedures should be
performed and what his charges should be for these procedures. Whether or not the in-

termediary accepts the committee’s recommendation will determine to a large extent what
part the Federal Government will play in this determination in the future.

Regardless of what happens at this time, we must all realize that unless we, as a state

Association, can develop means of regulating the moral and ethical behavior of our mem-
bers, then surely the Government will take whatever measures it feels are necessary to

insure that it gets value received for the dollars expended.

Although we must protect the interest of our individual members, we must also pro-
tect the interest of the profession as a whole. It is inevitable that there will be some
abuses of Medicare and Medicaid by some of our members. We must have the courage to

indict the abuses and their perpetrators if we are to preserve the right to determine who is

to receive our services and what these services are, as well as what is a fair price for

these services. We cannot afford to lose our freedom because some of our members re-

fuse to act in a responsible manner.

Each member of this Association must make it his personal business to perform his

functions in a manner that reflects his dedication to the preservation of the private prac-

tice of medicine in the form which we believe is in the best interest of all the citizens of

this state and country. We cannot afford the complacency of a laissez faire attitude to-

ward the conduct of our fellow practitioners.

Dr. Kressenberg

Sincerely,

President
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The New President

EDWARD T. NEWELL, JR., M.D.

CHATTANOOGA
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^Oth President, Tennessee Medical Association

CTIVE in medical organizations throughout his years as a physician, dedicated

and capable, Dr. Edward T. Newell, Jr., is more than qualified to lead the Ten-^ nessee Medical Association during the coming year with his installment as Presi-

dent at the 133rd Annual Meeting at Chattanooga in April.

Community activities, as well as professional ones, have benefitted by Dr. Newell’s

interest and participation. He has not only shown an interest in organized medicine,

but has also advocated that all doctors should take sufficient time from their busy prac-

tice to take part in civic and health care problems of their own communities.

A native of Tennessee, Dr. Newell was born October 25, 1910, in Chattanooga.

He is the son of Dr. and Mrs. Edward T. Newell, Sr.; his late father also served as Presi-

dent of the Tennessee Medical Association in 1917-18.

Dr. Newell was graduated from the McCallie School for Boys in Chattanooga. He
received a B.S. Degree from the University of Virginia in 1932, and his M.D. Degree
from Johns Hopkins School of Medicine in 193 6. His internship and four-year resi-

dency in general surgery were served at Johns Hopkins Hospital and the Cleveland

Clinic.

Dr. Newell returned to Chattanooga where he was associated with his father in

private practice until he entered the U.S. Army Medical Corps in January, 1942. From
1942 to 1945 he served in the Southwest Pacific with the Johns Hopkins General Hos-
pital, being stationed in Australia, New Guinea, and the Philippine Islands. He was dis-

charged from the U.S. Army as a Eieutenant Colonel.

Among his active memberships are those in the Chattanooga Rotary Club and the

Church of the Good Shepherd Episcopal of Lookout Mountain. He is a member of the

Southern Surgical Association, Diplomate of the American Board of Surgery, Fellow of

the American College of Surgeons and the American Association for the Surgery of

Trauma. Dr. Newell is Chief of Staff of Newell Clinic Hospital. He is on the courtesy

staff of Baroness Erlanger and Hutcheson Tri-County Hospital in Chattanooga. He also

serves on the consulting staff of Memorial Hospital in Chattanooga.

Dr. Newell is a past-president of his County Medical Society and the Tennessee

Chapter of the American College of Surgeons. He has served on numerous TMA com-
mittees and as a member of the TMA Board of Trustees for the past three years.

As one would expect. Dr. Newell’s hobbies are many. In his early years he was
active in sports, especially tennis, winning several local and intercollegiate champion-
ships. He is particularly fond of golfing and when time permits he enjoys duck hunt-

ing and fishing in the waters of the Homosassa River in Florida.

In 1937, Dr. Newell was married to Miss Louise Levering of Baltimore, Maryland.

They have three children, E. Thomas Newell, III, age 25, and two daughters, Louise

Levering, age 21, and Ann Nicols, age 14.

The pressures and problems of today impose great demands on our medical leaders

and statesmen. They must be knowledgeable, dedicated and above all courageous. The
Tennessee Medical Association is fortunate indeed to have such a leader as its new presi-

dent.

J. E. B.
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HOSPITAL ACQUIRED INFECTIONS

The hope that antimicrobial drugs would
eliminate infection as a cause of severe dis-

ease has been countered in hospitals by the

appearance of antibiotic-resistant staphylo-

cocci and by the increasing incidence of in-

fections caused by gram-negative bacilli

and fungi. Other contributory factors in-

clude increasing numbers of highly suscep-

tible patients in hospitals and increasing

numbers of procedures providing a portal of

entry. Recently, Thoburn et ah reported

a survey of nosocomial infections at The
Johns Hopkins Hospital.

The authors reported that 4% of the pa-

tients developed an infection during hospi-

talization. Urinary tract infections were

most common and accounted for 40% of the

total, but post-operative wound infections

were only slightly less frequent (30%).

Phlebitis, pneumonia, surgical wound infec-

J Thoburn, R.; Fekety, Jr., F. K.; Cluff, L. E.;

and Melvin, V. B.: Infections Acquired by Hos-
pitalized Patients, Arch, of Int. Med. 121, 1-10,

1968.

tion and urinary tract infection accounted

for 95% of the infections.

Wound infection developed in 2.3% of the

7900 operations performed during the study.

Relatively few procedures accounted for

most of the wound infections. There were

17 procedures such as ventriculo-peritoneal

shunt, abdominal-perineal resection, porta-

caval shunt, cardiac valve replacement,

arterial bypass graft and oophorectomy
which constituted only about 9% of the op-

erations, yet accounted for more than 36%
of the infections. Many of these operations

were extensive and characterized by una-

voidable contamination with the patient’s

own organisms, making preventive meas-

ures especially difficult. Staphlylococcus

aureus was the most frequent pathogen iso-

lated from wound infections and this was
followed by Escherichia coli, Proteus and

Klebsiella-Aerobacter. Interestingly, al-

though approximately one-third of the pa-

tients were receiving antibiotics at the time

of development of infection, 77% of these

patients developed infections due to organ-

isms resistant to the prophylactic antibiot-

ics. Staphylococcus albus was isolated

from 24% of wound infections in patients

receiving prophylaxis, but was found in

only 7.5% of the infections in patients not

receiving prophylaxis.

Urinary tract infections were detected in

1.9% of hospitalized patients. While the

gynecological service had the highest rate

and the obstetrics service one of the lowest,

the rates usually were low on services

where urinary catheters were infrequently

used. Escherichia coli was the most com-

mon cause of urinary tract infection, but

others frequently implicated were Proteus

and Klebsiella-Aerobacter. The frequency

of urinary tract infection was significantly

higher in females and in private patients.

Patients acquiring a urinary tract infection

while in the hospital were found to have

been catheterized recenty in at least 84% of

the cases.

The incidence of pneumonia was 0.8% and

the cardiac and neurosurgical services had

the highest attack rates. Gram-negative ba-

cilli were cultured from the sputum of ap-

proximately 40% of the cases and gram-pos-

itive cocci were found in about 30% of the



April, 1968 IN MEMORIAM—PROGRAMS AND NEWS OF MEDICAL SOCIETIES 419

cases. Pseudomonas was frequent, espe-

cially in those patients treated with me-
chanical respirators and inhalation therapy

devices.

Phlebitis was reported in association with
indwelling intravenous catheters in 62 in-

stances. Staphylococcus aureus and Klebs-

iella-Aerobacter were the organisms most
commonly found. Bacteremia was also pre-

sent in some patients but these patients

usually had a severe underlying disease

such as dysgammaglobulinemia, lymphoma
and carcinoma.

Ten deaths were reported in this study in

which hospital acquired infection was
thought to play a significant role.

Approximately 1 in 1500 patients admitted

to the hospital died with an infection, but

not necessarily because of the infection.

This report is most important since it em-
phasizes the importance of hospital ac-

quired infection. The means of reducing

the number of such infections is available.

Meticulous care of the patient, insistence on
sterile techniques where indicated and
avoidance of urinary and intravenous cath-

eters will do much to prevent infections in

many hospitalized patients. Certainly,

knowledge that 1 of every 1500 patients ad-

mitted to a large teaching hospital died

with a nosocomial infection should alert

each physician to the unseen hazard facing

his hospitalized patient.

A.B.S.

IN MEMORIAM

Smith, J. Gordon, Knoxville. Died February 23,

1968, Age 55. Graduate of University of Louis-

ville, 1946. Member of Knoxville Academy of

Medicine.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Knoxville Academy of Medicine

The March 12th meeting of the Academy
was held in the auditorium of Mercy Hall of

St. Mary’s Memorial Hospital. The scien-

tific program was presented by Dr. Joseph

E. Acker, Jr. and entitled “Exercise and the

Heart.” Dr. Edward L. Tauxe was the

speaker for the special clinic entitled, “An
Interesting Case of Bone Sterilization by Ir-

radiation.”

Memphis-Shelby County Medical Society

Dr. James D. Hardy, of Jackson, Missis-

sippi, was guest speaker at the meeting of

the Memphis and Shelby County Medical

Society on March 5th. Dr. Hardy’s subject

was “Problems of Transplantation.” The
meeting was held in the auditorium of the

Institute of Pathology, University of

Tennessee, with a session of the House of

Delegates following the scientific presenta-

tion at 8:00 P.M.

Northwest Tennessee Academy
of Medicine

The Northwest Tennessee Academy of

Medicine met on February 27th in Newbern
Country Club with Dr. William Acree,

President, presiding. An interesting scien-

tific program entitled, “The Clinical Evalua-

tion of a Stroke” was presented by a neuro-

surgery group, Drs. Matthew Wood, James
T. Robertson, and Joe Roland.

New TMA Staff

Mr. J. Rodney Taylor.

Nashville, has been

named Staff Assistant

and Field Representative

for the Tennessee Medi-

cal Association, replacing

Mr. Tom Sawyer, it has

been announced by J. E.

Ballentine, Executive Di-

rector. He assumed his

duties on March 8th.

A native of Pensacola, Florida, Mr. Taylor

comes to TMA from the Baptist Sunday
School Board where he was an editor as

well as performing other responsibilities.

Mr. Taylor is a graduate of Samford Uni-

versity, Birmingham, Alabama and South-

eastern Baptist Theological Seminary,

Wake Forest, North Carolina, where he re-

ceived the A.B., B.D., and Th.M. degrees

respectively. He holds membership in two

scholarly American Religious societies and

is a licensed private pilot.

Assistant

J. Rodney Taylor
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Mr. Taylor will be responsible for special

assignments with TMA in addition to staff-

ing several important committees, and will

also serve as Field Representative to the

County Medical Societies. He will perform

other administrative and organizational du-

ties.

Mr. Taylor is married to the former Patri-

cia West of Sylacauga, Alabama. They
have a three-year-old daughter, Leigh Ann.

NATIONAL NEWS

The Month In Washington

(From the Washington Office AMA)

The American Medical Association and

the Association of American Medical Col-

leges announced a joint policy statement

calling for substantial increase in the num-
ber of medical students. Dr. Milford O.

Rouse, president of AMA and Dr. John

Parks, president of the AAMC, reviewed

the joint statement at a news conference in

Washington.

The statement “emphasized the urgent

and critical need for more physicians if na-

tional expectations for health services are

to be realized.” The statement said: “Na-

tional policy which would best meet this

need, and would be consistent with the

American ideal of equal educational oppor-

tunity for all, would provide such educa-

tional resources that every young person in-

terested in and qualified for entry to the

study of medicine v/ould have this oppor-

tunity. Both Associations endorsed the po-

sition that all medical schools should now
accept as a goal the expansion of their col-

lective enrollments to a level that permits

all qualified applicants to be admitted. As

a nation, we should address the task of real-

izing this policy goal with a sense of great

urgency.

“In their endorsement of and call for

broadening educational opportunity for the

study of medicine, both Associations

stressed that the length of time necessary to

realize such a goal does not minimize the

need to respond to today’s critical shortage

of physician manpower. In order to enable

the nation’s medical schools both to meet
today’s crisis and to attain the longer-range

goal of unrestricted educational opportun-

ity, those responsible for allocation of re-

sources must recognize the magnitude of

these tasks.” The two associations said

both immediate and long-range steps should

betaken. The immediate steps are:

1. To increase the enrollment of existing

medical schools.

2. To foster curricular innovations and
other changes in the educational pro-

grams which could shorten the time

required for a medical education and
minimize the costs.

3. To meet the need for innovation in ed-

ucational programs and to encourage

diversity in the character and objec-

tives of medical schools. The develop-

ment of schools of quality where a pri-

mary mission is the preparation of

able physicians for clinical practice as

economically and rapidly as possible is

to be encouraged. . . .

“A longer-range approach to the need for

physicians is the development of new medi-

cal schools,” the statement said. “This ap-

proach will not solve our immediate, urgent

need for more physicians but it is essential

for meeting the national needs of 1980 and

beyond.” The two associations said the

longer-range program would require ade-

quate financial support from governmental

and various private sources for: (1) Con-

struction of facilities to expand enrollment

of existing schools and to create new
schools. (2) Support of the operational

costs of medical schools. (3) Stimulation

and incentive for educational innovation

and improvement.

“To implement these measures will fur-

ther require that each medical school and

its university reexamine its objectives, its

educational program, and its resources to

determine how it can contribute most effec-

tively to the national need for more physi-

cians and what financial help it will need to

make this contribution,” the statement said.

“Also required is understanding by the

public, the private foundations, industry,

local and state governments, and the na-

tional Congress—groups which must pro-
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vide the financial support which is neces-

sary.

“Initiative for development of new
schools and expansion of the established in-

stitutions should be locally determined.

Only the governing bodies of schools with

ongoing programs in medical education can

decide to expand such programs. Institu-

tions wishing to organize new medical

schools must assume the responsibility for

marshalling the necessary support. Both

associations are prepared to lend any as-

sistance they can to such efforts.”

Sjs Hs ijs

In a health message to Congress, Presi-

dent Johnson proposed control of prices of

drugs bought for government programs and

asked for authority for the Food and Drug
Administration to publish a drug compend-

ium financed by drug manufacturers. He
also asked for more money for health man-
power and the maternity and child health

programs.

With an objective of lowering costs, he

also asked for authority for the Health, Ed-

ucation and Welfare Department to estab-

lish new formulas for reimbursement of hos-

pitals and physicians under medicare, medi-

caid and maternal and child health pro-

grams. The Social Security Administration

immediately announced that it would begin

“an experimental program to find methods

of reimbursing hospitals and doctors and

that will have built-in incentives to

efficiency and economy.”

Participation in such experiments would

be entirely voluntary, the SSA said. And
Congress would have to approve the neces-

sary legislation before new methods of

reimbursement could be put in effect on a

mandatory basis. Under medicare, a physi-

cian now is reimbursed on the basis of his

usual and customary fee if it is considered

reasonable. HEW said two methods of

reimbursement involving physicians that

might be tried are:

—Group practice prepayment plans

which offer comprehensive health serv-

ices to their members could be reim-

bursed on a set per capita rate for the

ensuing period.

—For physicians’ services, experimental

bases of payment might be a single fee

related to total illness services rather

than individual fees for each individual

visit and individual service, agreed-

upon fees held stable for specified peri-

ods, fees related to physician-time, or

retainer or per capita payments per

year for services of a specified kind.

Commenting on Mr. Johnson’s health

message. Dr. Rouse said: “There is great

need for expanded health care service in

the United States. Meeting this need re-

quires devoting attention to all the ele-

ments involved in the supply of resources

and manpower, the distribution of health

care, and costs.

“The AMA supports private and govern-

mental programs that help those who need

help. Health care for all the people should

be expanded in an orderly way so resources

and needs are increased together and at

comparable rates of growth. Government
can and should support the construction and

renovation of hospitals and extended care

facilities, and together with the states and

private sources, should promote a rapid in-

crease in medical manpower.

“As for drug prices, we believe that every

patient should be able to buy high quality

prescription drugs at the lowest possible

price. The way to accomplish this is to

promote more effective price competition at

the retail level, which will result in lower

prescription drug prices for everyone. This

should be the thrust of government pro-

grams—not price fixing for one group.

Everyone should be encouraged to be more
price conscious in buying prescription

drugs. The physician should include both

medical and price considerations in writing

prescriptions and the patient should patron-

ize that pharmacy that can furnish depend-

able service and the prescribed product at

the lowest possible price. . . .

“The President’s message contains little

essentially new. It concentrates again on

pouring additional millions of dollars into a

health care system that is already facing re-

quirements well beyond what it can now
meet. Government expenditures for health

care should be moderated during this period

of acute shortage to control rapidly rising

cost. Government can be most helpful by

controlling inflation and by providing tax
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deductions and credits for people purchas-

ing health insurance. . . .

“The physicians of this country will wel-

come a genuine partnership in health,

where the Federal government will sin-

cerely and continually seek the advice and

active collaboration of those whose special

services lie in medical education and the

planning and provision of superior quality

medical care for all citizens.”

The Board of Medicine of the National

Academy of Sciences stated that the trans-

plantation of human hearts still is in the ex-

perimental stage and proposed three guide-

lines for the procedure. The Board said

human cardiac transplantation should only

be carried out in institutions in which these

three criteria can be met: (1) The trans-

plant teams should be highly skilled and

have had extensive laboratory experience.

(2) The work should be carefully planned,

and the results should be rapidly communi-
cated to others in the field. (3) Both the

teams and the patients should be protected

by “rigid safeguards.”

President Johnson asked Congress for

$571.7 million more for medicaid for the

1968 fiscal year ending July 1, 1968. The
administration said the initial appropriation

proved inadequate because of a complete

lack of data and experience as to costs of

such a program and a larger increase than

expected in costs of hospital and other med-
ical care.

MEDICAL NEWS
IN TENNESSEE

University of Tennessee

College of Medicine

Eight authorities in the field of immunol-

ogy were guest speakers for the Second Dis-

tinguished Lecturer Series on Immunology,

presented by the Medical Units’ Graduate

School of Medical Sciences during February

and March. They were: Drs. Herman N.

Eisen, professor and head of microbiology,

Washington University School of Medicine;

Robert L. Hill, Duke University Medical

Center; David W. Talmage, University of

Colorado School of Medicine; Marvin Fish-

man, Public Health Research Institute, City

of New York; David Pressman, Roswell

Park Memorial Institute, Buffalo; George F.

Springer, Evanston Hospital, Northwestern

University; W. O. Weigle, Scripps Clinic

and Research Foundation, La Jolla; and

Halsted R. Holman, Stanford University

School of Medicine.

The lecture series, initiated in 1967, was
under the direction of Dr. J. Sherman
Davis, associate dean of the Medical Units’

College of Basic Medical Sciences.

Participating Faculty—Dr. Gene H. Stoll-

erman, chairman, department of medicine,

delivered the 19th Annual Menorah Medical

Staff Memorial Lecture January 18 at the

Menorah Medical Center, Kansas City, Mis-

souri. His subject was “The Contrasting

Epidemiology of Rheumatic Fever and
Glomerulonephritis.”

Dr. J. L. Khanna, associate professor, psy-

chiatry, was a member of the faculty of the

Midwestern Regional Workshop of the

American Association For Humanistic Psy-

chology which met in Chicago February 9-

11 .

Dr. Webster Riggs, Jr., associate profes-

sor, radiology, presented a paper entitled

“Congenital Tracheo-esophageal Fistula

Without Esophageal Atresia” at the South-

ern Radiological Conference held recently

at Point Clear, Alabama.

Dr. Jose Gros, assistant professor, otolar-

yngology, presented a lecture on the anat-

omy and physiology of the larynx, and on

hemilaryngectomy, March 8 and 9 at the

University of South Carolina Medical

School in Charleston.

Grants—The Department of Health, Edu-

cation and Welfare has awarded 90% of the

total General Research Support Grant

which the Colleges of Medicine and Den-
tistry will each receive from the organiza-

tion during 1968. Medicine received $186,417

while Dentistry was appropriated $46,015.

Dr. William P. Purcell, professor, medici-

nal chemistry, is the recipient of a $3,600 Eli

Lilly and Co. grant to support his research

project dealing with studies in drug design.

The results of the study will be applied to

the search for more effective therapeutic
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anticostive^
hematinic

PERITINIC
Hematinic with Vitamins and Fecal Softener

A tablet-a-day provides:

• Elemental Iron (as Ferrous Fumarate) . 100 mg
• Dioctyl Sodium Sulfosuccinate (to

counteract constipating effect of iron) 100 mg
Vitamin Bi 7.5 mg
Vitamin B 2 7.5 mg
Vitamin Ba 7.5 mg
Vitamin B 12 50 mcgm
Vitamin C 200 mg
Niacinamide 30 mg
Folic Acid 0.05 mg
Pantothenic Acid 15 mg

t Bottles of 60

anticostive, adj, {anti opposed to

+ costive causing constipation.)

Against constipation. (Now isn't

that a good idea in an iron-contain-

ing hematinic? We’ll send you
samples if you’ll send a request on
your Rx blank, addressed to
Department 150.)

(iry^CT) ledERLE LABORATORIES
A Division of American Cyanamid Company

Pearl River, New York 10965

488 -7-6062

EMPHYSEMA
• ASTHMA
• CHRONIC BRONCHITIS
• BRONCHIECTASIS

Each tablet contains:

Potassium Iodide 195 mg.
Aminophylline 130 mg.
Phenobarllital, Caution; May be habit forming. . . 21 mg.
Ephedrine HCI 16 mg.

FEDERAL LAW PROHIBITS
DISPENSING WITHOUT PRESCRIPTION

Precautions: Usual for aminophylline-ephedrine-
phenobarbital. Iodides may cause nausea, long use

may cause goiter. Discontinue if symptoms of

iodism develop.

Iodide contraindications: tuberculosis, pregnancy.

DOSAGE
One tablet, with full glass of

water, 3 or 4 times daily.

Dispensed in bottles of 100 and 1000 tablets.

MUDRANE GG—Formula, dosage and package identi-

cal to Mudrane

—

except— 100 mg. glyceryl guaiacolate

replaces the potassium iodide. The value of Mudrane
cannot be enjoyed by a small group in which K.I. is

contraindicated. Mudrane GG is prepared for this group.

MUDRANE GG ELIXIR—Four 5 cc teaspoonfuls is

equivalent to one Mudrane GG tablet. Dosage adjusted
to age and weight of child. Mudrane GG Elixir is for

pediatric patients and those who think they cannot swal-

low tablets. Dispensed in pint and half gallon bottles.

WM. P. POYTHRESS & CO., INC.
RICHMOND, VIRGINIA 23217

Manufacturers of ethicalpharmaceuticals since 1856
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agents. . . . Dr. Albert W. Biggs, acting

chairman, urology, has received a $20,651

grant from the USPHS to finance studies

into the etiology of prostatitis. . . . Dr. Ed-

ward H. Storer, associate professor of sur-

gery, has received $91,265 from HEW to

train personnel in the diagnosis and treat-

ment of cancer. The grant is effective July

1, 1968 through June 30, 1970.

Two faculty members at the University of

Tennssee Medical Units are recipients of a

research grant awarded by the Deafness Re-

search Foundation. Receiving the $7,200

award were Dr. Edwin Rise, assistant pro-

fessor, otolaryngology, and Dr. James F.

Smith, professor and chairman, oral pathol-

ogy. The grant, in support of general re-

search being conducted by the Division of

Otolaryngology, is included in more than

$225,000 allocated by the Foundation to oto-

logical investigators in seventeen states.

Jackson-Madlson County
General Hospital

On January 3rd, thirty-one patient beds

were added to General Hospital with the

opening of the third floor of the new north-

west wing. Another forty-five beds were
added in February with the completion of

the wing’s second floor. These additions in-

creased the hospital’s capacity to over 400

patients and are included in the $3.8 million

expansion of the hospital which is sched-

uled for completion in April this year. The
ground floor will provide expanded office

space, as well as a new entrance and lobby.

Hospitals Elect New Chiefs of Staff

The medical staff of Methodist Hospital,

Memphis, has elected the following officers:

Dr. William H. Morse, president-elect, and

Dr. James T. Bridges, vice-president. Dr.

Hamel Eason was re-elected secretary. Dr.

Charles Clarke will serve as president in

1968 succeeding Dr. Alvin E. Smith.

New medical staff officers installed at St.

Thomas Hospital, Nashville, are: Dr. Edwin
L. Williams, president-elect; Dr. Rollin A.

Daniel, president; and Dr. Fred A. Rowe,
secretary-treasurer.

Dr. S. Gwin Robbins, chief of staff of Bap-

tist Memorial Hospital in Memphis in 1967,

has been chosen as president elect of the

medical staff to succeed Dr. John D. Young
in the presidency in 1969. Others elected

included Dr. Louie Henry, secretary, and
Dr. Russell Patterson and Dr. Leigh Adkins,

members-at-large for two years. Dr. Har-

old Boyd and Dr. Turley Farrar each have a

year remaining as members-at-large.

Vanderbilt University School of Medicine

Vanderbilt University has received a

$750,000 gift from an anonymous donor to

endow a chair in reproductive physiology

and family planning. The new Chair in the

department of obstetrics and gynecology,

and the division which will grow out of it,

will work closely with Meharry Medical

College. Both schools will work with the

Community Family Planning Clinic of the

Metropolitan Health Department.

PERSONAL NEWS

Three Nashville surgeons participated in a

three-day sectional meeting of the American Col-

lege of Surgeons in Dallas, February 19-21. Dr.

Benjamin F. Byrd, Jr. was a panelist on plastic

surgery; Dr. John H. Foster presented a paper on

surgical treatment of hypertension; and Dr. J.

Lynwood Herrington participated in a panel dis-

cussion on esophageal hiatal hernia.

Dr. Fred Ballard, Jr., president-elect of the

Tennessee Heart Association, discussed the rising

incidence of coronary artery disease in Hamilton
County at a recent meeting of the Chattanooga

Kiwanis Club.

Dr. Clay G. Crowder, pediatrician, has opened
his office for the practice of medicine in the Medi-
cal Arts Building, Tuckaleechee Pike, Maryville.

Dr. Crowder received his M.D. degree from the

University of Tennessee College of Medicine in

Memphis in 1962 and served his internship and
residency at U.T. Hospital, Knoxville.

Dr. Reynolds Fite, Winchester, has been named
“Outstanding Citizen of the Year” by the Franklin

County Jaycees.

Dr. John C. McKenzie, Athens, was guest

speaker at a recent meeting of the Sweetwater
Valley Medical Auxiliary. The meeting was held

in the home of Mrs. W. E. Foree, Jr. in Athens.

Dr. Nat E. Hyder, Jr., Erwin, is serving a six-

ty-day period as a volunteer physician in Viet

Nam. The volunteer service program is adminis-

tered by the American Medical Association.

Dr. Bob R. Young, who practiced medicine in
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Union City in 1965 prior to his entrance into the

Air Force, has returned to the city and resumed
his practice in the Woman’s Clinic at 1312 Bishop

Street. He is associated with Dr. William Car-

penter in the practice of obstetrics and gynecol-

ogy.

Dr. John H. Saffold, Knoxville, has been elected

president of the Board of Presbyterian Homes of

Tennessee, Inc.

The Chattanooga Sertoma Club heard Dr. David
D. Hall speak on aspects of the heart association

and its work at its regular meeting on February
8th.

Dr. Joseph W. Johnson, Jr. has been reap-

pointed chairman of the Greater Chattanooga
Chamber of Commerce’s air pollution control task

force.

Dr. Maurice S. Rawlings, prominent Chatta-

nooga cardiologist, presented a program on Feb-
ruary 21st to over 300 Lee College girl physical

education students. The presentation consisted of

a film, slides, discussion and lifesaving technique

demonstrations.

BOOK REVIEW

THE URETER. By 31 authors. Edited by Harry
Bergman, M.D., Assistant Clinical Professor,

New York Medical College. 552 illustrations,

702 pages. New York; Hoeber Medical Divi-

sion, Harper and Row, Publishers, 1967. Price

$30.00.

The ureter acts as a conduit for urine passing

from the kidney to the bladder, but the manner in

which this is accomplished determines the welfare

of the patient. A good kidney is dependent on a

good ureter; the ureter is to the kidney what the

aorta is to the heart.

Dr. Bergman has assembled a distinguished

group of 31 authors to discuss the normal and ab-

normal ureter. The initial chapters cover the de-

velopment, anatomy, histology, and physiology of

the ureter. Discussions on radiographic examina-

tion, the effect of radiation therapy, and the effect

of drugs on the ureter follow. Excellent chapters

on specific disease entities including idiopathic re-

troperitoneal fibrosis, vesico-ureteral reflux, and

ureteral injuries are included. The emphasis, of

course, is on the technic of surgical management
of ureteral abnormalities.

Deficient areas are inevitable, even in an ency-

copedic text such as this. The transplanted ureter

is as important to the transplanted kidney as it is

to the autologous kidney. This area is ignored in

the book.

Dr. Bergman states in the preface, “A new book

needs a reason for being. Our raison d’etre is to

focus interest on the importance of the ureter in

health and disease. An attempt has been made to

encompass all that we regard of major importance

on this subject in one volume.” This, I believe.

the authors do well. This book should prove val-

uable to anyone working with the ureter, whether
urologist, nephrologist, gyneologist, or surgeon.

ANNOUNCEMENTS

Calendar of Meetings, 1968

State

April 18-20 Tennessee Medical Association,

Read House, Chattanooga

May 16 Middle Tennessee Medical As-
sociation, Country Club, Car-

thage

April 22-25

April 22-25

April 22-25

April 22-27

April 25-26

April 27-May 1

April 28-May 1

May 1-2

May 6-9

May 7-8

May 11

May 13-16

May 13-17

May 15

May 15-18

National

American Orthopaedic Associa-

tion, Boca Raton Club, Boca
Raton, Florida

Industrial Medical Association,

Hilton Hotel, San Francisco

Southwestern S u r gical Con-
gress, Brown Palace, Denver

American Academy of Neurol-

ogy, Pick-Congress Hotel, Chi-

cago

American Laryngological Asso-

ciation. Hollywood Beach Hotel,

Hollywood, Florida

American Academy of Facial

Plastic and Reconstructive Sur-

gery, Diplomat Hotel, Holly-

wood Beach, Florida.

American Association of Plastic

Surgeons, Shamrock-Hilton

Hotel, Houston

American Pediatric Society,

Seaside Hotel, Atlantic City

American College of Obstetri-

cians and Gynecologists, Palmer
House, Chicago

Association of American Physi-

cians, H a d d o n Hall, Atlantic

City

American College of Psychia-

trists, Sheraton-Boston Boston

American Urological Associa-

tion Fontainebleau Hotel,

Miami Beach, Florida

American Psychiatric Associa-

tion, War Memorial A u d i t o-

rium, Boston

American Society for Gas-

trointestinal Endoscopy, Belle-

vue-Stratford, Philadelphia

American Gastroenterological

Association, Bellevue-Stratford

Hotel, Philadelphia
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May 15-18 Neurosurgical Society of Amer-
ica, Mark Hopkins, San Fran-
cisco

May 19-20 American Thoracic Society,

Rice Hotel, Houston

May 23-25 American Gynecological So-

ciety, The Homestead, Hot
Springs, Va.

May 27-29 American Ophthalmological

Society, The Homestead, Hot
Springs, Va.

June 10-13 American Proctologic Society,

Denver Hilton, Denver

June 13-16 American Association of Neu-
ropathologists, Washington-
Hilton, Washington, D. C.

June 13-17 American College of Chest

Physicians, Hilton Hotel, San
Francisco

June 15-16 American Diabetes Association,

Sheraton Plaza, San Francisco

June 15-16 Society for Vascular Surgery,

Sir Francis Drake, San Fran-
cisco

June 16-20 American Medical Association,

San Francisco

June 17-19 American Neurological Asso-
ciation, Washington Hilton,

Washington, D. C.

"Medico-Legal Frontiers"

WILLIAM J. HARBISON, Attorney,
Nashville; Lecturer, Vanderbilt Law
School

WILLIAM S. COPPAGE, M.D., Medi-
cine, Vanderbilt Medical School

THOMAS F. PAINE, JR., M.D., Medi-
cine, Vanderbilt Medical School.

WILLIAM S. STONEY, M.D., Surgery,
Vanderbilt Medical School

12:15 Luncheon Recess

Afternoon Session

Presiding: John W. Wade, Dean,
Vanderbilt Law School

1:30 Clinical Research and the Law
Research Involving Human Subjects:

Past, Present and Future (Peer group
review; informed consent; assessment
of risk, and problem areas) JOHN
OATES, M.D., Pharmacology and
Medicine, Vanderbilt Medical School

Professional Codes and Guidelines—
EDWIN J. HOLMAN, Director, De-
partment of Medical Ethics, Ameri-
can Medical Association

2:45 Development, Marketmg and Distribution
of New Drugs (Responsibilities of
the manufacturer, the Food and Drug
Administration, and the prescribing
physician) PAUL D. RHEINGOLD,
Attorney, New York City

3:30 Panel Discussion—The speakers, together
with the morning panelists listed above

Question and Answer Period

* * *

OPEN TO THE PUBLIC
REGISTRATION: $8 in advance; $10 at the door

Vanderbilt University School of Law

Underwood Auditorium

Nashville, Tennessee

May 3. 1968

Institute sponsored by Vanderbilt University
School of Medicine and Vanderbilt University
School of Law, in cooperation with the Nashville
jLcademy of Medicine, Tennessee Medical Asso-
ciation, and the Tennessee and Nashville Bar As-
sociations.

Morning Session

Presiding: Randolph Batson, Dean
Vanderbilt Medical School

8:15 Registration

9:20 Welcome—John W. Wade, Dean, Vander-
bilt Law School

9:30 Organ Transplantation
Clinical Aspects (Opportunities, supply,

logistics, results, and foreign experi-
ence) CHARLES F. ZUKOSKI, HI,
M.D., Veterans Administration Hos-
pital, Nashville

The Uniform Anatomical Gift Act (and
other legal aspects) E. BLYTHE STA-
SON, Vanderbilt Law School

10:45 “Informed Consent”— Medico-Legal As-
pects—MARCUS L. PLANT, University
of Michigan Law School

11:25 Panel Discussion—The speakers, together
with:
JOHN R. DIXON, Attorney, St. Louis;
Chairman, ABA Committee to cooper-
ate with AMA

Cardiac Day—May 23

“Clinical Patterns of Coronary Artery Disease,”

“Treatment of Cardiogenic Shock,” “Acute and
Chronic Pacing of the Heart,” “Diagnosis of Coro-

nary Artery Disease,” “Surgical Implications of

Coronary Artery Disease” and a panel discussion

on “Current Problems and Recent Progress” are

subjects to be discussed on May 23rd (Cardiac

Day) at the Ramada Inn in Nashville. The pro-

gram, sponsored by the Tennessee Heart Associa-

tion, Middle Tennessee Heart Association and the

Heart Disease Control Program of the Tennessee

Department of Public Health, will be held in con-

junction with the annual meeting of the Tennessee

Heart Association, May 23-25. Faculty will in-

clude: Dr. Max H. Weil, associate professor of

medicine, director of shock research Unit, Univer-

sity of Southern California; Dr. Victor Parsonnet,

associate professor of surgery, Seton Hall School

of Medicine; Dr. Mason Sones, head of pediatric

cardiology and cardiac laboratory, Cleveland

Clinic; Dr. W. Proctor Harvey, professor of medi-
cine, Georgetown University; and Dr. Arthur
Vineberg, associate professor of surgery, McGill
University.

Annual Otolaryngologic Assembly

The Annual Otolaryngologic Assembly of 1968,

will be held October 12-18 in the Illinois Eye and
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Rewarding Opportunity

in a new

Medical Center

THE MEDICAL CENTER OE NASHVILLE
Located directly across the street from the new Nashville

Memorial Hospital, The Medical Center of Nashville has been

carefully designed and built to make it one of the most modern,

functional and attractive medical centers in America. It is the

major medical facility in Nashville’s most rapidly expanding area.

It serves some 240,000 people.

There is space for a total of twenty-five doctors in the Center.

Comfortable suites accommodating one to four doctors can be

provided. Also within the building is an apothecary, an optical

dispensary and a modern laboratory complete with X-Ray and

X-Ray treatment facilities. All doctors’ private offices will be

paneled and carpeted at no extra cost. Central zoned heating

and cooling insures each individual room will maintain the desired

temperature. A centralized IBM bookkeeping, billing and collec-

tion service is available. There is more than ample off-the-street

parking.

For jree brochure and more complete information, write or

call Drew Maddux, Maddux Realty Company, Inc., 4705 Gallatin

Road, Nashville, Tennessee. Telephone: 615 — 262-5745.

Realty Company, Incorporated |
leasing agent for The Medical Center of Nashville.
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Ear Infirmary at the Medical Center, Chicago.

The Department of Otolaryngology of the College

of Medicine of the University of Illinois offers a

condensed postgraduate basic and clinical program

for practicing otolaryngologists under the direc-

tion of Dr. Emanuel M. Skolnik. It is designed to

bring to specialists current information in medical

and surgical otorhinolaryngology.

A separate, but correlated cohrse entitled “Head

and Neck Radiology Conference” under the guid-

ance of Dr. Galdino E. Valvassori, will be con-

ducted by the Department of Radiology for two

days preceding the Assembly, Thursday and Fri-

day, October 10 and 11. Interested physicians

should direct communications to the mailing ad-

dress: Department of Otolaryngology, P. O. Box
6998, Chicago, Illinois, 60680.

Symposium on Dextrans

The first International Symposium on Dextrans

will be held at Galveston Island, Texas on Sunday

and Monday, May 19 and 20, 1968. Entitled “Cur-

rent Concepts of the Basic Actions of Dextrans

and Their Clinical Application in the Cardiovas-

cular and Related Fields, the symposium is co-

sponsored by the Texas Heart Association, the

Council on Circulation of the American Heart As-

sociation, the Postgraduate Education Division of

the University of Texas Medical Branch, the Uni-

versity of Minnesota Medical School and the

Georgia Institute of Technology—Biomedical Di-

vision.

Researchei's from Europe and the U. S. who
have carried out extensive research studies on the

Dextrans for 20 years or more will participate in

this two-day symposium. Major emphasis will be

placed on the use of Dextrans in the cardiovascu-

lar field. Programs, advance registration, and
hotel reservation forms may be obtained from the

Texas Medical Association, P. O. Box 25041,

Houston, Texas, 77005. (Telephone; Area Code
713—Jackson 6-4194).

The Journal takes the opportunity to welcome
these new Tennessee Medical Association mem-
bers.

BLOUNT COUNTY MEDICAL SOCIETY
Jack T. Snapp, M.D., Maryville

J. A. Yarborough, M.D., Maryville

BRADLEY COUNTY MEDICAL SOCIETY
C. Richard Hughes, M.D., Cleveland

KNOX COUNTY MEDICAL SOCIETY
William R. Bailey, M.D., Knoxville

Alfred D. Beasley, M.D., Knoxville

Catherine Gilreath, M.D., Knoxville

Joseph C. Hathaway, Jr., M.D., Knoxville

Robert P. Hornsby, M.D., Knoxville

Landon L. Palmer, M.D., Knoxville

NASHVILLE ACADEMY OF MEDICINE
John L. Simmons, M.D., Nashville

James O. Stewart, M.D., Nashville

NORTHWEST ACADEMY OF MEDICINE
C. R. Webb, M.D., Ripley

RUTHERFORD COUNTY
MEDICAL SOCIETY

J. T. Cunningham, M.D., Murfreesboro
R. T. Knight, M.D., Murfreesboro
L. B. Victor, M.D., Murfreesboro

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY

Neil F. Moody, M.D., Bristol

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL SOCIETY

Albert E. Osejo, M.D., Johnson City

WILSON COUNTY MEDICAL SOCIETY
Charles T. Lowe, M.D., Lebanon
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Sustained circulatory, respirator

and cerebral stimulation for tbc

TIME AFTER ADMINISTRATION (Hours) i

(fewer absent doses by i

absent-minded patients)
|

mindedness or senile confusion. Therapy can be con- p

tinuous on a daily dose of only one Geroniazol TT tab- I

let every 12 hours. I

The gradual release of nicotinic acid in Geroniazol I

TT will provide the well-known peripheral vasodilata- |

tion needed in patients with deficient circulation and
|

with a minimum amount (if any) of “flushing.” Also, jl

cerebrovascular circulation is complemented by pen-
|

tylenetetrazol, long-established as a cerebral and res-
|

piratory stimulant. I

Geroniazol TT improves the typical, unfortunate,
|

signs of senile confusion. Patients become more alert, I

Human volunteer subjects were administered Geroni-

azol TT tablets with the nicotinic acid component
made radioactive with C-14. Plasma and urine sam-
ples were analyzed. (See Figures I and II) The radio-

active tracer study substantiated the previous clinical

evidence that the release of nicotinic acid from the

Geroniazol TT tablet produced a gradual rise in

plasma levels to a plateau for a total of 12 hours and
more.

Such proven sustained activity makes the manage-
ment of geriatric patients much easier by minimizing
the possibility of neglected doses through absent-
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ss confused and moody. Personal care, memory,
notional stability, social attention improve. Fatigue,

pathy and irritability are reduced.

A prescription for 100 tablets of Geroniazol TT will

ermit your patients to enjoy the benefits of time-

rolonged nicotinic acid/pentylenetetrazol therapy,

t an economical price. Dosage is only one tablet every
2 hours.

ontraindications

:

There are no known contraindica-

ons.

recautions

:

Exercise caution when treating patients

ith a low convulsive threshold.

Side Effects: Side effects are rarely encountered, how-
ever due to the vasodilatation effect of nicotinic acid,

transitory mild nausea, flushing, tingling and pru-

ritus are possible.

Dosage: One tablet every 12 hours.

Supplied: Prescribe bottles of 100 tablets, to take ad-

vantage of recent price reduction.

References: 1. Report by Nuclear Science & Engi-
neering Corp., Pittsburgh, Pa., in files of Philips

Roxane Laboratories. 2. Connolly, R. : W. Virginia Med.
J. 55:263 (Aug.) 1960. 3. Curran, T. R,, and Phelps,

D. K. :Am. Pract.& Digest Treat, if :617 (July) 1960.

h ^ “First ivith the Retro-Steroids”

I ^ PHILIPS ROXANE LABORATORIES

g
J Division of Philips Roxane, Inc., Columbus, Ohio

j A Subsidiary of Philips Electronics and
Pharmaceutical Industries Corp.

GeroniazoFTT
nicotinic acid 150 mg., pentylenetetrazol 300 mg.

Tempotrol® Time Controlled Tablet
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THE VIEWINS BOX
What Are Serious PR Problems Facing

Medical Profession? What Are Solutions?*

The AMA recently conducted a survey asking,

“What do you believe is the medical profession’s

most critical public relations problem and what
suggestions do you have for solving it?”

That was one of the questions on a recent

AMA survey of 4,000 county and state medi-
cal society officials and the results were re-

vealed at the recent AMA Communications
Institute in Chicago. The survey also

sought suggested solutions and they were
reported too.

Three problems were the overwhelming
winners:

1. Physician-Patient Relationship

2. The Cost of Medical Care

3. The Shortage of Physicians

Close on their heels were two others:

4. Lack of Community Participation by
Physicians.

5. Public Image of the Doctor as a

Wealthy, Conspicuous Consumer.

Let’s look at those one at a time.

Under Doctor-Patient Relationship, society

executives listed these problems:

Doctors don’t spend enough time with pa-

tients . , . doctors are overloaded with work
. . . patients have long waits in the recep-

tion room . . . they don’t know what they’re

paying for and don’t know how much
they’re going to have to pay until they get

the bill . . . doctors are frequently not

available . . . they don’t make house calls

. . . patients feel that doctors don’t care for

them the way they’d like to be cared for

. . . and doctors are trained to treat ill-

nesses instead of treating people with ill-

nesses. There were others, but those pretty

well summarize the problems.

Fortunately, there also were a lot of solu-

tions suggested:

Find ways to teach the public what high

quality medical care really means and how
to identify its components . . . put more
emphasis on the physician’s concern—con-

cern for his patients, for the elderly, for the

*Reprinted from Michigan Medicine, (page

1611), December 1967.

young and for the community . . . make
every physician aware that public relations

starts in his office . . . spend more time with

patients . . . develop more family doctors

. . . change MD’s attitudes and return to

something resembling the old family doctor,

who is now extinct . . . prove that MD’s are

interested in people . . . train office girls to

be more sympathetic and courteous. . . .

Finally, one executive said that if every

MD gave every patient satisfactory care at

a reasonable cost, it would solve all of the

problems of medicine’s image and relation-

ships with patients.

The Problem of the Cost of Medical Care

are these, according to the survey:

Many people believe that the sole interest

of physician’s is to maintain the form of

practice that assures them the most money
. . . the public believes that everything

done by every MD carries a price tag . . .

doctors are blamed for the high hospital and

drug charges as well as for their own fees

. . . and doctors appear more interested in

the financial aspects of medicine than in

their patients.

Many solutions were suggested: explain

all factors of the rising cost of health care

. . . show that medicine’s aims are based on

public need . . . undertake long-range pro-

grams to cope with rising costs . . . con-

tinue educational programs to sell the value

of medical care . . . and use the fee plaque.

An interesting contrast came in two sugges-

tions—one, that doctors explain direct bill-

ing; the other, that doctors stop insisting on

direct billing.

The shortage of physicians comments in-

cluded: people can’t get a physician in an

emergency . . . the public is not convinced

that health care is available day and night

. . . and people do not understand the short-

age of GP’s and increasing specialization.

The solutions offered included these: pro-

vide 24-hour emergency coverage and make
sure the public knows how to use it . . .

long-range programs to cope with physician

shortages . . . explain why the shortage ex-

ists . . . try to get more doctors . . . imple-
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ment the Millis report . . . activate rural

emergency service programs . . . encourage

more partnerships and group practice.

The findings under physician image and
community interest are closely allied.

These were listed as the major problems:

The nationwide effort to discredit the

profession . . . necessary changes in the

practice of medicine have not been ex-

plained to the public . . . physicians lack

time and means to convince the public that

MB’s are not entirely concerned with

money . . . doctors are so preoccupied with

their tarnished image, and talk about it so

much, that they have convinced their

friends and business acquaintances that it's

true . . . the public does not understand

why doctors oppose government programs

or even government control . . . medicine

has a negative image after years of battle

over government health programs . . .

when doctors oppose a program, the public

think’s it’s because they can make more
money another way . . . there is a lack of

identity with community problems and the

public can’t see the profession doing any-

thing about the problems people are talking

about . . . lack of rapport with the public

. . . not enough concern about the commu-
nity . . . and medicine is too concerned with

little problems and not concerned enough

about really big ones in this country.

It is significant that few of these problems

exist in the small medical society, where

the doctors are well known in the commu-
nity and are involved in community affairs

. . . where they have time to chat a few

minutes with their patients . . . and where

they treat most of the various ailments of

the entire family. The basis for the prob-

lems seems to be bigness . . . and every-

thing in this country—except the dollar—is

getting bigger all the time.

Here are the main solutions suggested:

get across our views on current problems
... let the public know our goals . . . see

that welfare patients get care whenever
they need it . . . explain the charges and
services under Medicare . . . educate MB’s
and their wives in community relations . . .

physicians should be leaders and not follow-

ers in the community . . . doctors need
more contact with business people and with

the public . . . help meet the health needs

of the community . . . better liaison with

welfare agencies . . . more school courses

on VB and smoking . . . make the public

aware of problems facing the physician . . .

explain MB activities in promoting public

welfare . . . find solutions to health prob-

lems at the local level ... be totally in-

volved in all facets of health care. . . .

And finally, make an intensive analysis of

health care needs; develop sound programs

to meet them; and conduct a campaign to

see that the programs work.

And here is the brief recommendation of

one executive as to what physicians must do

in the face of their problems: maintain

their cool and keep the faith!

Editor’s Note: Michigan Medicine is

grateful to the AMA staff for permitting us

to reprint the above commentary which was
presented by AMA staffers to the Commu-
nications Institute.)
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The transplantation of corneas has reached a high degree of success. The authors describe the selec-

tion and management of those with impaired vision from past corneal disease for this modern procedure.

Current Status of Penetrating Keratoplasty*
JAMES H. ELLIOTT, M.D. and DANIEL M. LEV, M.D., Nashville, Tenn.

History

Transplantation of the full thickness of

the cornea, a procedure called penetrating

keratoplasty, is being performed with

increasing regularity and success by oph-

thalmic surgeons. Improved instrumenta-

tion, well established criteria for selection

of patients, the use of antibiotics and im-

munosuppressive agents and the availability

of fresh donor eyes through the network of

local, regional and national eye banks has

made this possible.

Historically, Reisinger^-- was the first to

have reported grafting experiments in ani-

mals in the early 1820’s. All of his experi-

ments were allografts (homografts) of the

cornea in which he exchanged corneas be-

tween members of the same species. They
were all failures due to lack of suitable in-

strumentation. Many attempts were made
during the remainder of the 19th century to

perform corneal grafts between animals

and humans and later between humans.

However, all of these were unequivocal fail-

ures due primarily to lack of proper

anesthesia, asepsis, and instrumentation.

On December 7, 1905, Konrad Zirm, an

Austrian ophthalmologist, performed the

first penetrating keratoplasty on a human to

remain transparent. Despite the fact that

the patient’s visual result left something to

be desired when contrasted to today’s stand-

ards, this was a historic milestone in oph-

thalmology and ophthalmic surgery. Since

*From the Division of Ophthalmology (Sur-

gery) and Ophthalmic Laboratory, Vanderbilt

University, School of Medicine, Nashville, Tenn.

37203.

Some of the original work reported herein

from our laboratory was supported by U. S.

Public Health Service Research Grant No. NB-
05935 and No. NB-06959 from the National Insti-

tute of Neurological Diseases.

Zirm’s early success, certain criteria for

penetrating keratoplasty procedures were
evolved by many workers which have re-

mained valid. These are:

(1) The graft and recipient bed should

have the same size and shape,

(2) The donor graft should be handled as

delicately as possible,

(3) Good wound apposition is crucial for

success, and

(4) Autografts do better than allografts

(homografts)
,
which in turn, do much bet-

ter than xenografts (heterografts)

Although penetrating keratoplasties are

now performed throughout the world, it has

not attained a position of routine success.

Colleagues in other fields of medicine are

frequently astonished to learn that all cor-

neal transplants do not “take.” In spite of

this, it should be noted, that in carefully se-

lected cases, a high proportion of successful,

transparent grafts are the rule.

Types of Keratoplasties

There are essentially two types of clinical

corneal transplantation procedures. These

are either penetrating or lamellar kerato-

plasties. A penetrating keratoplasty is a

through and through graft of the cornea.

A lamellar keratoplasty is a partial thick-

ness transplant in which the anterior cham-
ber of the eye is never entered. (Fig.

1) The usual diameter of a penetrating

keratoplasty ranges from 7 to 9 mm. A
total penetrating keratoplasty would be one

12 mm. in diameter. This type of graft is

fraught with hazards and is performed only

under exceptional circumstances.

In the case of a penetrating keratoplasty,

the donor material must be viable. For la-

mellar keratoplasties viability of the donor

corneal cells is not crucial, so that either vi-

able or nonviable (acellular) donor cornea
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Fig. 1; Schematic drawing of the anterior seg-

ment of the eye to illustrate, (A) lamellar and
(B) penetrating keratoplasties.

gives comparable results. The optimal vis-

ual result that can be achieved in lamellar

keratoplasties is in the ranges of a visual

acuity of 20/40 to 20/60, whereas the opti-

mal visual result following penetrating ker-

atoplasty is 20/15 or 20/20. Since lamellar

keratoplasties are being performed less fre-

quently than in previous years our remarks

will deal primarily with the penetrating

keratoplasty procedure.

Types and Sources of Donor Material

The main type of donor material used for

corneal transplantation is of biologic origin.

(Table 1) It is generally recognized that

Table I

Types and Sources of Donor Cornea
I. Biologic Origin

1) Autologous cornea
2) Allogenic (homologous) cornea
3) Xenogenic (heterologous) cornea

II. Synthetic (Artificial) Cornea
1) Polymethyl methacrylate
2) Methyl methacrylate
3) Silicone

autografts give the best results because of

the exclusion of immunologic factors in the

rejection reaction. However, in the major-

ity of instances autologous corneal tissue is

not available, and therefore most penetrat-

ing keratoplasties are performed with use of

allogeneic (homologous) tissues.

Although the indications for corneal auto-

keratoplasty are limited, there are two clin-

ical situations in which favorable circum-

stances exist for its use. The first is in the

case of a patient who has one blind eye with
a good cornea while the opposite eye is

healthy except for a badly diseased cornea.

In this situation, the corneal surgeon elec-

tively transplants the healthy cornea from
the blind eye to the contralateral healthy

eye which has an opaque cornea. The tre-

phined defect of the donor eye in this case

is usually replaced with a corneal allograft.

This procedure is referred to as contralat-

eral autokeratoplasty.

The second clinical situation in which au-

tologous corneal tissue may be used is in pa-

tients with small, central corneal opacities

which obscure the visual axis. This pro-

vides an ideal circumstance in which to per-

form a rotating ipsilateral autokeratoplasty.

Rotation of the corneal button after trephi-

nation allows clear peripheral cornea to be

transposed into the pupillary space, while

the corneal opacity becomes eccentrically

placed in the corneal periphery. (Fig. 2)

A. B.

Fig. 2: Schematic drawing to illustrate a rotating

ipsilateral keratoplasty. (A) Shows a white cen-

tral corneal opacity in the center of the pupil.

(B) A postoperative view after rotation of the

corneal button 180°. As a result the corneal opac-

ity become eccentrically placed in the corneal

periphery.

This latter type of autograft (rotating

graft) is still somewhat controversial.

Some authors feel this procedure does not

give optimal visual results, even if success-

ful, due to induced astigmatic error other

authors are enthusiastic.^ By contrast, there

is consensus among ophthalmic surgeons,

that if at all feasible, a contralateral auto-

keratoplasty should be attempted prior to

resorting to a corneal allograft.

In this country procurement of human
postmortem eyes for corneal allotransplan-

tation has not presented a major obsta-

cle. Therefore all donor corneas used are of
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human origin. In some foreign countries,

however, the availability of human donor

eyes is a formidable problem, primarily

because of religious influences. For this

reason occasional use is made of xenogeneic

(heterologous) donor corneas in these coun-

tries when exigencies make it necessary.

(Table 1)

One of the authors (JHE) is prejudiced

by the belief that viable, metabolizing

donor tissue of biologic origin is superior to

nonviable synthetic substances. However,

during the past two decades important

strides have been made in the use of syn-

thetic corneal prosthesis in corneal grafting

procedures. These transparent plastic cor-

neas are made from either polymethyl

methacrylate, methyl methacrylate or sili-

cone. The basic requirements for these

plastics are that they be nonantigenic, opti-

cally adequate, non-toxic and not impair

the dynamics of corneal fluid. The use of

these keratoprosthetic devices has generally

been restricted to patients who would oth-

erwise have an unfavorable result with the

use of biologic donor material and conven-

tional therapeutic regimens.

The keratoprosthetic devices are of two
basic types. They are either through-and-

through implants extending from the outer

corneal surface up to or into the anterior

chamber, or they are buried within the cor-

neal stroma in which case they may or may
not project into the anterior chamber. The
buried prosthetic devices require the use

of an overlying lamellar corneal graft of

biologic origin. Significant investigations

in this area have been carried out in this

country by Cardona,®'^® Dohlman,^^'^® and
Stone.^"^ The major disadvantage of pros-

thokeratoplasty has been the high percent-

age of implants which have extruded. In

order to circumvent this major problem
Dr. Strampelli of Italy has devised an in-

genious approach by which the acrylic cy-

lindric implant is encased into an autol-

ogous canine tooth with its encircling

bone.^^ This is then placed in a prepared in-

terlamellar pocket of the host cornea.

Theoretically, the autologous dental tissue

provides a scaffolding for the alloplastic

material and prevents extrusion. The

procedure is called osteo-odonto-kerato-

plasty. For edentulous persons Casey, in

England, has further modified the above

procedure by using costal cartilage as a

frame for the acrylic corneal cylinder

(chondro-keratoprosthesis) Thus far, the

best visual acuity that can be obtained

with artificial corneas is in the range of

20/40. While developments in the field of

artificial corneas have been rapid, clinical

experience with corneal prosthesis has still

been too limited and too recent to make a

meaningful judgment.

Selection of Donor Cornea for

Penetrating Keratoplasty

There are many factors which are instru-

mental in the ultimate success or failure of

penetrating keratoplasty. Foremost among
these is the proper selection of donor cor-

neal tissue. The functional integrity of the

hexagonal monolayer sheet of endothelial

cells on the posterior concave surface of the

cornea is of paramount importance (Fig. 3)

.

If this layer of cells is compromised or de-

fective in the donor eye prior to enucleation

or by surgical trauma during the perform-

ance of corneal transplantation, the pro-

cedure is domed to failure.

As the science and art of keratoplasty has

evolved several, broad criteria for suitabil-

ity of corneal donor tissue have become
firmly entrenched. Some of these criteria

are supported by sound investigations; oth-

ers have evolved by astute clinical observa-

tions. Many of these criteria are being

modified in the light of more recent infor-

mation and others are being formulated.

The scope of this paper does not allow ex-

haustive treatment of this subject but some
of the accepted criteria will be briefly men-
tioned.

It is the usual custom for all donor eyes to

be examined by slit-lamp biomicroscopy

prior to their use. While this examination

is of importance in excluding gross abnor-

malities, it is not as sensitive an indicator of

the state of health of the donor cornea as

would be desirable. Many significant path-

ophysiologic alterations may be present

which would not be revealed by slit-lamp

examination. Therefore, in addition to vis-

ual examination under magnification, other

guidelines are helpful in assessing the cor-

neal tissue prior to grafting.
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Fig. 3; Cross section of the human cornea: (Ej

epithelium, (B) Bowman’s membrane, (K) ker-

atocyte (stromal cells), (S) stroma, (D) Desce-
met’s membrane, and (En) endothelium.

The age of the donor recently has been

shown to be a critical factor. Recent inves-

tigations indicate that a high percentage of

donor eyes from patients over 50 years of

age will have morphologic and histochemi-

cal alterations of the endothelial cells.

The functional integrity and viability of

this layer in the success of penetrating ker-

atoplasty has been stressed above. Fur-

thermore, the above authors found these

alterations in eyes that were normal by
slit-lamp examination. For this reason

many corneal surgeons are using only donor

eyes from patients 50 years or younger

whenever possible.

Another important criterion for donor se-

lection is the time which has elapsed be-

tween death and enucleation. The eyes

from a potential donor should be obtained

as soon as possible. Eyes should not be

used if removed more than six hours after

death and preferably they should be ob-

tained within four hours.

Studies have shown also that the loss of

endothelial cells from the back of the cor-

nea is almost directly proportional to the

length of storage, even though storage has

been in a moist vapor chamber at 4°

Therefore, although the upper time limit

for use of the eyes in penetrating ker-

atoplasty has been set by convention at 48

hours, we are presently adhering to 24

hours as our upper time limit. Again, it is

logical to make use of the donor cornea just

as soon after death as feasible. Thanks to

the excellent cooperation of local, regional,

and national eye banks, donor corneas are

obtained locally within 10 to 12 hours from
many distant parts of the United States.

In addition to the above there are certain

systemic as well as local ocular diseases

which preclude the use of donor corneas.

For brevity these are presented in tabular

form (Table 2)

.

Table 2

Diseases Which Preclude the Use of Donor
Cornea for Penetrating Keratoplasty

I. Systemic
1) Infectious diseases, e.g. septicemia, tu-

berculosis, syphilis

2) Jaundice due to hepatitis

3) Meningitis, bacterial and viral

4) Leukemia
II. Ocular

1) Absolute glaucoma
2) Infectious ophthalmic disease, e.g. herpes

simplex
3) Phthisis bulbi (end stage ocular degen-

eration)

4) Tumors of anterior segment (primary or
metastatic)

5) Retinoblastoma

Despite all the above criteria which are

clinically useful in the selection of suitable

donor material, a great need exists for a

rapid, simple, clinically applicable test to

assess the viability and integrity of the

donor cornea. Several major centers in

this country are currently investigating al-

ternative methods with this objective in

mind.i'’ 20-21

Storage and Preservation of Corneal Donor
Tissue for Penetrating Keratoplasty

In transplantation terminology an allo-

static (homostatic) graft is one derived from
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an individual of the same species as the re-

cipient but the donor tissue is deprived of

viability in processing. This type of cor-

neal tissue is used in ophthalmology for la-

mellar keratoplasty, “blowout” patches in

cases of perforated corneal ulcer, and in

certain other emergency situations. On the

other hand allovital (homovital) grafts are

derived from an individual of the same spe-

cies as the host but are expected to perform

their full function after transplantation.

Allovital grafts are the only ones used for

elective penetrating keratoplasty.

The viability of donor corneal cells is

maintained by placing the enucleated eye in

a moist vapor chamber and refrigerating at

4° C. Under these conditions experience

has shown that the endothelial cells remain

viable for periods of 24 to 28 hours.

Because of this inherent time limitation

the majority of penetrating keratoplasties

are performed as emergency procedures.

Also there is some limitation in the distance

the eye can be transported before this

golden time period expires (e.g. to foreign

countries where fresh donor eyes are not

available) . Some studies now indicate that

long-term preservation which maintains

viability of donor corneal tissue is a practi-

cal reality.-^-^ This technic consists of

passing human cornea through four con-

centrations of dimethylsulfoxide (DMSO)
solutions which also contains appropriate

concentrations of human serum albumin

and sucrose. While passage is performed

the solutions are kept at 4° to 6° C. The

DMSO prevents the formation of large crys-

tals within cells while the albumin and su-

crose serve as osmotic agents. Lastly and
extremely important, the corneal tissue is

frozen at a precisely controlled rate in a liq-

uid nitrogen freezer in a solution containing

7.5% DMSO, 10% sucrose and 25% human
serum albumin to -80° C. A large-scale

clinical study conducted in El Salvador

showed that there was no significant differ-

ence between the visual results obtained in

penetrating keratoplasty regardless of

whether fresh or living preserved tissue

was used. If these results are corroborated

it would greatly simplify the procurement
of suitable donor material and allow pene-

trating keratoplasties to be performed as a

regularly scheduled surgical procedure

rather than on an emergency stand-by

basis.

Prognosis

An overall success rate in penetrating

keratoplasty is not very meaningful. One
must speak of success rates or prognosis in

terms of the particular affliction of the re-

cipient eye. Castroviejo’s classification of

patients into six prognostic categories al-

lows assessment of results in terms of the

patient’s individual disease. This also al-

lows the ophthalmic surgeon to be fairly

specific in the prognosis he renders to the

patient and family. This classification es-

tablishes six categories which range from
“favorable” eyes, which have a 90% chance

of obtaining significant improvement in vi-

sion, to group 6 “completely unfavorable

eyes that cannot be improved functionally

by any type of surgery” (Table 3). Group

Table 3

Table of Prognostic Categories*

Group Prognostic Classification Success Rate Examples

Group I Favorable 80-90% ( 1 ) Avascular host cornea
with central opacification

Group II Moderately favorable 50% ( 1 )

(2)

Aphakic eyes
Retransplants

Group III Unfavorable with low probability of
success

25% ( 1 )

(2)

Extensive corneal edema
Extensive keratitis

Group IV Very unfavorable but subject to

improvement by preliminary surgery

?
( 1 ) Severely vascularized and

scarred corneas e.g. alkali
burns

Group V Very unfavorable with no proba-
bility of improving prognosis by
preliminary surgery

9
( 1 ) Repeated graft failures

Group VI Completely unfavorable; functional
integrity cannot be restored by

9
( 1 )

(2)

Poor retinal function
Uncontrolled glaucoma

corneal surgery

*1. Modified from Castroviejo, Atlas of Keratectomy and Keratoplasty. Philadelphia, W. B. Saun-
ders Co., 1966, pp. 404-406.
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1 eyes are basically healthy except for opa-

cities, thinning or inflammatory processes

that affect the central cornea. Group 6 eyes

on the other hand are a heterogeneous

group consisting of eyes afflicted with reti-

nal disease, uncontrollable glaucoma,

amblyopia or phthisis bulbi (end-stage ocu-

lar dege_±eration)

.

Experience has shown that the chance for

successful outcome of penetrating kerato-

plasty is negligible in groups 3 through 6.

For this reason new and imaginative ap-

proaches are presently under investigation.

These include the use of alloplastic im-

plants and membranes (artificial cornea)

which have already been discussed and the

use of adjunctive immunosuppressive drugs

in an effort to increase the yield of clear

grafts in these unfavorable categories.

Causes of Penetrating Keratoplasty Failure

The causes of graft failures are legion but

are usually due to biologic problems or

technical deficiencies present during the

preoperative, operative or postoperative pe-

riod. A partial list of these causes is com-

piled in table 4. To consider each of these

Table 4

Partial List of Factors Responsible
FOR Unsuccessful Penetrating Keratoplasty

A. Biologic

1) Preoperative
a) Selection of unfavorable candidate

(e.g. systemic or local disease which
would contraindicate a penetrating
keratoplasty)

b) Use of unsuitable donor tissue

2) Postoperative
a) Immunologic rejection
b) Retrocorneal membrane
c) Severe postoperative inflammation

(uveitis)

d) Hyphema
e) Glaucoma
f) Infection

g) Epithelization of anterior chamber
h) Anterior synechiaes
i) Vitreous contact to donor endothelium

(aphakia only)

j) Delayed wound healing
B. Technical

1) During operative procedure
a) Trauma to donor endothelium
b) Damage to recipient lens
c) Poor alignment of donor-recipient

junction
2 ) Postoperative

a) Too early removal of corneal sutures
with dislocation of the graft

factors individually is artificial. To begin

with, several of these factors usually act in

concert. In addition, from a clinical stand-

point, it is often impossible to assess the rel-

ative contribution of each of these factors in

the resulting graft failure. As an example,

at present, the diagnosis of a corneal graft

reaction due to transplantation immunity, is

made on purely clinical grounds. There is

no suitable laboratory test which reflects

the existence of host sensitivity nor the in-

tensity of the host response to this sensitiza-

tion. Therefore the diagnosis of an immune
reaction in a graft is presumptive, empiric,

and may frequently be erroneous.

In spite of the existing limitations in our

ability to discriminate etiologic factors re-

sponsible for graft failure, the corneal sur-

geon should recognize treatable complica-

tions in the early postoperative period and
institute appropriate corrective measures
when applicable. Diligent “compulsive”

postoperative care frequently spells the

difference between success or failure. In

corneal surgery an overlooked complication

rapidly progresses to an untreatable compli-

cation.

Immunologic Considerations

In contrast to the dismal success rate en-

countered in the transplantation of liver,

kidney and skin, technically adequate cor-

neal grafts are successful in a high percent-

age of cases. One may legitimately ask the

reasons for this immunologic legacy which
ophthalmologists have inherited.

Abundant clinical and experimental evi-

dence indicates that the cornea will not

only elicit but will also succumb to re-

actions of the transplantation immunity
type.-*^ These studies indicate that the fa-

vorable prognosis of corneal allografts

(homografts) is not the result of lack of

sensitization of the recipient. Instead, the

corneal graft is protected from the immune
defense mechanisms recruited by the recipi-

ent because of the avascular structure of

the host cornea. Therefore, the corneal is

not an immunologically “privileged tissue”

but rather an immunologically “privileged

site” for transplantation. This point is

well exemplified in the classic experi-

ments of Billingham and Boswell.^' They
grafted skin into the center of an avascular

cornea of a specifically immunized animal

and were able to demonstrate the survival

of these grafts for a period 3 times longer

than comparable grafts inserted into the
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chest wall. On the other hand, corneal allo-

grafts (homografts) transplanted into

richly vascularized beds prepared in the

skin of the chest, although they healed in,

became vascularized and were rejected.

The cornea has been shown to be capable

of supporting hypersensitivity reactions me-
diated by soluble circulating antibodies and

also apparently by immunologically-compe-

tent lymphoid cells, in the absence of anti-

bodies.-® Immunogenic rejection following

keratoplasty may be mediated by either or

both of these mechanisms. The bulk of

the evidence suggests that transplantation

immunity is probably dependent on blood-

borne immunologically “activated” lympho-

cytes. However, there is some evidence sug-

gesting that humoral antibodies are involved

and thus both humoral and cellular mecha-

nisms may operate synergistically to pro-

duce “immunogenic” corneal graft failure.

Approaches to Unsolved Problems

As alluded to earlier, one reason corneal

grafts “take” and remain clear is because of

their immunologically privileged site. A
large number of eyes, however, fall into

poor prognostic categories because of vascu-

larization of the cornea which destroys the

“topographic” sequestration of the cornea.

Clinical and laboratory activities are being

directed primarily to this group of patients,

who, for the reasons stated, are presently

considered poor or unsuitable candidates for

keratoplasty. Two general approaches are

being explored simultaneously to benefit

this group of patients. The first is to utilize

a synthetic transparent plastic cornea; the

second has been to devise methods of modi-

fying the immune response of the recipient

against the transplanted tissue. Which of

these approaches will eventually prove

most efficacious is still unknown but paral-

lel investigations should continue.

Since the keratoprosthesis approach has

been discussed earlier, we will now deal

with methods of abrogating the immune re-

sponse of the recipient. Two methods of

approach are possible. The first would be

to alter the antigenicity of the donor graft

in order to decrease the recipient’s response.

To date, this avenue has been unrewarding.

As Brent,-'-' reports this would be expected,

for any change of the antigenic properties

of the graft is likely to result in the death

of its cells. Alternatively, the recipients’

immune responses can be suppressed so that

he is ineffectual in reacting to the tissue in-

compatibility.

This latter approach has been explored by
one of the authors in experiments con-

ducted recently. The drugs used have been

the purine antagonists because they have

given a high degree of success in other

model systems. These experiments demon-
strated the efficacy of the purine analogue

6-mercaptopurine in inhibiting corneal im-

mune reactions to a single, well defined pro-

tein antigen.®*^’ Other studies®--®® from the

same laboratory as well as by others

have shown that the parenteral administra-

tion of the chemically related purine anti-

metabolite Azathioprine (Imuran) is capable

of suppressing experimental immunogenic
corneal graft reactions. Topical and sub-

conjunctival azathioprine are only weakly
effective.®^'®® Under the auspices of an

N.I.H. grant, the efficacy of this drug in sup-

pression of corneal graft reactions is being

evaluated at the clinical level at Vanderbilt

University Medical Center. Because of the

potential toxic systemic effects of the drug,

patients are carefully screened both from
an ocular and systemic status before being

accepted as suitable candidates. Our criteria

for selection have been good general health,

a failure in a previous penetrating kerato-

plasty, a severely scarred and vascularized

cornea, or patients deemed to have a negli-

gible chance for successful penetrating ke-

ratoplasty with currently accepted thera-

peutic modalities. Early clinical trials®®

have produced promising results, though

large numbers of patients and many more
years of study are required for final evalua-

tion (Fig. 4).

Conclusions

Since the first successful human corneal

graft by Konrad Zirm, penetrating kerato-

plasty procedures have become increasingly

successful. At present a success rate of 80

to 90% is to be expected in the favorable

prognostic category. This success rate has

been primarily due to improved technology.

Such things as instrumentation and opera-

tive technique are highly sophisticated at

present. Future progress will depend on
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Fig. 4: Forty-eight year old white man with a

failure previous penetrating keratoplasty in left

eye. (A) State of cornea prior to a second
graft. Note severe scarring and vascularization.

solving some of the biologic causes of graft

failure.

The most important biologic causes of

graft failure which need solution are better

methods for selection of viable donor mate-

rial and means to thwart the ravages of im-

munogenic corneal rejection. Active inves-

tigation in both of these areas is in progress.

THE AGING ELECTROCARDIOGRAM: A COM-
MON AGING PROCESS OR LATENT CORO-
NARY ARTERY DISEASE?, Henry Blackburn,

M.D., C. L. Vasquez, M.D., and Ancel Keys,
Ph.D., Am. J. Card. 20:618, ’67.

The question inherent in this study is whether
electrocardiographic age trends reflect the indi-

vidual or population burden of latent coronary

artery disease or whether electrocardiographic

changes are common to aging men and independ-
ent of that burden. These questions were exam-
ined among men of comparable ages, 20 to 60

years, in three countries with greatly contrasting

rates of manifest coronary artery disease (select

populations of United States men with very high

rates, northern Italian men with intermediate

rates and men native to the Greek Island of Crete,

who are singularly free of manifest coronary

heart disease.)

A random selection of 50 electrocardiographic

tracings was made from each decade of each geo-

graphic group. In all areas and ages clinical

screening of the noncoronary, noncardiovascular

disease group was based on a cardiologist’s diag-

nosis independent of the electrocardiographic flnd-

ings. The flnal assessment for this study was
made by systemic review of standard examination
forms by one investigator.

Comparisons by age were therefore made
among working men free of manifest cardiovascu-

lar disease in Greece, Italy and the United States

for; (1) The prevalence of angina pectoris, my-
ocardial infarction and all heart disease according

to a clinical evaluation. (2) The prevalence of

(B) Result 4 months after a second penetrating

keratoplasty. Patient was treated with adjunc-

tive systemic immunosuppressive therapy (Imu-
ran) .

Their solution should increase the “takes”

as well as make penetrating keratoplasty

feasible even in patients who by present

criteria are judged to be unsuitable candi-

dates.

References

A complete list of references will be made
available upon request to the authors.

*

defined electrocardiographic abnormalities found
on examination. (3) Detailed measurements of

conventional electrocardiographic amplitudes, du-
rations and axes. f4) Other physical variables

known to influence the electrocardiogram, i.e., rel-

ative weight, obesity and blood pressure.

It was found that among these apparently

healthy men from countries with contrasting

amounts of coronary artery disease there were
common and similar electrocardiographic trends

with age. These trends consisted of lowered wave
amplitudes, prolonged durations and leftward

shift of the axis. They were not of the order of

magnitude of “borderline or abnormal” clinical

evaluations.

The relative contribution of “disease” and
“physiologic aging” to the age changes in the elec-

trocardiogram was not elucidated in this study.

However, the findings suggest that several of the

minor electrocardiographic changes that developed

with age are phenomena common to man; they

occur independent of body weight and blood pres-

sure, and possibly independent of the degree of

asymptomatic arteriosclerosis of the major coro-

nary arteries. It was therefore demonstrated that

electrocardiographic age trends in healthy men
provide neither a sensitive index of latent coro-

nary artery disease in a population nor of popula-

tion differences in coronary artery disease.

(Abstracted for the Middle Tennessee Heart Asso-

ciation by Crawford F. Barnett, Jr., M.D., Direc-

tor, Heart Disease Control Program, Tennessee

Department of Public Health, Nashville, Tennes-

see).
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The Pathophysiology of Vertigo*

J. C, GROS, M.D.f, Memphis, Term.

Equilibrium and the spatial orientation

is the result of the coordinate action of

three elements:—the eyes, the propriocep-

tive sense and the vestibular system. In-

terconnections among these elements make
them work in close unity. The whole func-

tion is centered in the vestibular system,

which is formed by: an effector organ, the

labyrinth; a first order neuron, the ves-

tibular nerve; a relay center in the medulla,

the vestibular nuclei; and by a complicated

network of second order neurons which di-

rectly make connections with the oculomo-

tor nuclei, with the cerebellum, with the re-

ticular formation and with the spinal cord,

and indirectly with the cortex.

In the labyrinth, the sensory epithelium

acting as effector organ, lies in the ampullas

of the three semicircular canals, and in the
I

utricular and sacular maculas. The forces

creating impulses in these structures are

the displacements of the endolymph into

the canals when one makes angular move-

ments with the head, and the changes in the

force of gravity acting on the utricular or

sacular maculas when the attitude of the

head is changed.

These impulses transmitted through the

first neuron reach the vestibular nuclei,

where the vestibular nerve has the synapsis

with the second order neurons and through

these second order neurons, running along

the medial longitudinal fascicle; impulses to

the eye muscles arrive after a new synapsis

in the oculomotor nuclei. Another group of

second order neurons, following a descend-

ing direction along the vestibulospinal tract,

make their synapsis with the motor cells of

the ventral horns of the spinal cord, and in

this way the impulses reach the somatic

muscles.

But the impulses originated in the recep-

tor organ do not arrive to their synapsis in

the same way in which they were gener-

*Read in the Baptist Hospital (Memphis)
Spring Symposium on Vertigo.

fFrom the Department of Otolaryngology,

E.N.T. Assistant Prof, of the University of Tenn.

College of Medicine, Memphis, Tenn.

ated. They are modified, inhibited, or stim-

ulated by the other structures with which

the vestibular nuclei also have synapsis, af-

ferent and efferent connections with the

cerebellum, afferent and efferent connec-

tions with the reticular formation, and

through it, with the cortex.^

At the level of the eyes, the arriving im-

pulses originate two different types of re-

flexes: the nystagmus and the counter-roll-

ing of the eyes. The nystagmus corrects

the optical image during motion; the coun-

ter-rolling is an automatic displacement of

the eyes which occurs when one tilts his

head. If it were not for these reflexes, a

hunter could not follow with his gun a

flying bird and shoot it with accuracy.

At the level of the spinal cord, the vestib-

ular impulses reaching the motor cells ar-

rive even to antagonistic muscles- and mod-
ify the muscular tension in an appropriate

way to make us able to walk in the correct

direction or to perform accurate movements
with the limbs even during sudden motion

of the body. In this way the vestibular sys-

tem integrates our general motor system.

Without the vestibular cooperation, sports

as baseball or hockey would be impossible.

To fulfill these two functions, there must
be perfect balance between the activities of

the two effector organs—the transmission

facilities of the vestibular nerve, and the ad-

justment of the vestibular nuclei. The sys-

tem has been compared to a rowboat; to fol-

low a straight direction, the boat must be

rowed with the same force at both sides

Any lesion along the vestibular system,

either in the labyrinth, the nerve or in its

central pathway provoke the symptom of

vertigo which may be defined as a “false,

conflicting and alarming sensation of mo-
tion and position.”^ The word comes from

the Greek “vertere” literally meaning to

whirl; but today we give a wider meaning
to the word “vertigo.”

Some patients complain of a “sort of im-

balance,” “sensation to fall,” or to be “weav-

ing” or “staggering,” which is why some au-

thors prefer the term “dizziness” which cov-
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ers all the sensations produced by a lesion

in the vestibular system. The sensation

may or may not be accompanied by deaf-

ness, and may or may not be accompanied

by autonomic symptoms as nausea or vomit-

ing, but is never accompanied by loss of

conscious.

The nature of the lesion may vary—irri-

tative, compressive, destructive or ischemic.

The effect, whether it is directly or indi-

rectly achieved will be—stimulation of the

function, decrease or paralysis of the func-

tion, degenerative atrophy or the loss of the

blood supply.

When the damaged area is the effector

organ or the first neuron, we call the ver-

tigo peripheral, and if the lesion affects the

central pathway we used to call the vertigo

central. Some special characteristics will

make us able to differentiate one from the

other, thus:

Peripheral

Sensation

Evolution

Nystagmus

Type

Autonomic symptoms

Deafness

Duration

Lesions producing vertigo are extremely

varied, and less frequently vertigo may orig-

inate from disorders of the eye or desequi-

librium from proprioceptive sense diseases.

The first is recognized because it is exagger-

ated with the ocular accommodation, and

the second is accompanied by characteristic

neurologic symptoms.

The etiology of the vestibular vertigo

may be classified in this way:

Etiology of Vestibular Vertigo

Septic Pyogenic labyrinthitis
Viral: epidemic vertigo,

vestibuloneuronitis
Syphilis

Toxic Tobacco, alcohol, ototoxic drugs,
blood chemical changes

Vascular Any vascular lesion producing
insufficiency of blood supply

Traumatic Immediate to the skull trauma
Late after skull trauma

Neurologic Brain-stem lesions
Cerebellar lesions
Acoustic tumors
Psicogenic

Undefined Meniere’s disease

In all the septic diseases of the effector

organ, the nature of the lesion is inflam-

matory.^ Pyogenic infections appear as a

complication of acute or chronic suppura-
tive otitis media, and their great interest

is that frequently they represent the in-

termediate step between the sepsis of the

middle ear and an intracranial complica-

tion. Viral infections may be located in the

first neuron ganglion, or in the vestibular

nuclei; in the latter location the spinal fluid

will show increase of lymphocytes. Syphilis

of the inner ear is rare today. The lesion

is a meningoneuritis spreading to the laby-

rinth and it represents an invasion of the

treponeme of the central nervous system.

The effect of tobacco is a toxic neuritis,

with changes in the ganglion cells; recog-

nizing the vasoconstrictor effect of nicotine,

one needs to consider ischemia as a possible

lesion.^ Lesions produced by alcohol have

been found to be central or peripheral; it

may be that avitaminosis plays a role in its

origin. Increase of blood cholesterol or urea

may be accompanied by vertigo, and only

malnutrition of the sensory cells up until

now, appears to be a possible explanation.

Ototoxic drugs destroy the sensory-epithelial

structures.

Transverse and bi-axial fractures of the

temporal bone crossing through the laby-

rinth produce peripheral vertigo which sub-

sides after two or three weeks. Trauma to

the skull may give origin to a late type of

vertigo appearing months after the acci-

dent; this late post-traumatic vertigo is

evoked by movements of the head. Its

treatment sometimes requires surgical in-

tervention.

Most of the vascular lesions damage the

vestibular system by decreasing its blood

supply, although in some cases the damage
is the result of a hemorrhage.

Brain-stem lesions producing vertigo may

Rotatory

Crisis more or less intenses, sep-
arated by normal periods

Always present

Horizontal-rotatory

Always present

Frequently present

2-3 months

Central

Unsteadiness, imbalance, fall, rotatory

Sensation is more permanent, there
are crises but the imbalance is steady

May or may not be present

Pure horizontal, vertical or rotatory

Weak or absent

Rarely present

Indefinite
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have different causes—in the Wallemberg’s

or lateral medullary syndrome the damage
is due to ischemia, while in the multiple

sclerosis it is by a slow degenerative proc-

ess. The vertigo in cerebellar lesions is the

result of the hyperactivity of one vestibular

system because the inhibitory action of the

cerebellum is gone, and the same thing hap-

pens in some supratentorial lesions placed

far from the vestibular system but related

to it through the reticular formation and
having an inhibitory action too.

Acoustic tumors pressing upon the vestib-

ular fibers make them nonfunctional, and
in this way disturb the normal balance be-

tween the two vestibular systems, giving

origin to the disequilibrium.®

The fear of an imminent attack of vertigo

creates in vertiginous patients a special

mental attitude, a “fear of vertigo,” which
makes them walk near walls and be ex-

tremely cautious when crossing streets.

The Psicogenic vertigo, is the unconscious

choice of the vertigo symptom as an escape

from inner personal conflicts; some clinical

characteristics may make us suspect its true

etiology.

Vertigo is a frequent symptom. Its in-

terpretation, which in many patients is not

difficult, will help in cases where vertigo is

the symptom of a major ailment.
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CASE REPORT

Agenesis of the Gallbladder

Diagnosed at Operation*

Bill S. McCullough, M.D. and

Lt. Cdr. Travis L. Bolton, MC, USNR

Agenesis of the gallbladder in the pres-

ence of normally functioning extrahepatic

ducts and liver, although rare in man, is

fairly common in mammals of lower order,

e.g., horse and elephant. At about the third

week of intrauterine life, the gallbladder,

biliary ducts and liver develop as a hepatic

diverticulum which arises from the foregut

or future duodenum. (Fig. 1-A) During

the fourth week, after forcing itself ven-

trald from foregut into primative dia-

phragm, the hepatic diverticulum separates

into (1) cranial and (2) caudal wings. The

cranial wing, composed of solid cords of

liver cells, eventually develops into bile

ducts and liver. The caudal wing, also a

solid cell mass, develops into the future

gallbladder and cystic duct. In the seventh

week the (1) cranial wing forms a lumen

representing the future common and he-

patic bile ducts (Fig. 1-B)
,
and the (2) cau-

dal wing undergoes vacuolization giving

rise to the gallbladder and cystic duct.

(Fig. 1-B) Agenesis of the gallbladder re-

Fig. 1. (A) Three to five weeks of intrauterine

life. (B) Five to seven weeks of intrauterine

life. ST, Septum Transversum; HD, Hepatic

Diverticulum; Cr., Cranial Wing; Cd., Caudal
Wing; FG, Foregut; MG, Midgut; HG, Hindgut;

GB, Gallbladder; CD, Cystic Duct; CBD, Com-
mon Bile Duct.

suits from (1) failure in development of the

caudal wing of the hepatic diverticulum

during the fourth week, or (2) lack of

*From the Surgery Service, Tipton County
Memorial Hospital, Covington, Tenn.

Dr. Bolton is presently serving with the United

States Navy in South Vietnam.

proper vacuolization in the caudal wing
while in the solid state during the seventh

week of intrauterine life.

The case presented, herein, confirms the

operative diagnosis of agenesis of the gall-

bladder in the presence of normally func-

tioning extrahepatic ducts and liver.

Case Report

This gravida iv, para iv, 46 year old white

woman was admitted to the Tipton County Me-
morial Hospital in May 1966 for elective chole-

cystectomy, because of symptomatology com-
patible with chronic cholecystitis. Upper ab-

dominal discomfort, e.g., post-prandial pain as-

sociated with fat intake, had been present for

several months. A past history of ulcerative co-

litis, now in remission, seemed unrelated to the

present illness.

A barium enema was suggestive of chronic ul-

cerative colitis in the rectosigmoid, but the re-

mainder of the colon appeared normal. An
upper gastrointestinal survey with barium was
unremarkable. Oral cholecystograms, both rou-

tine and with double dose, failed to visualize the

gallbladder.

With these x-ray findings obtained one month
before admission and the patient’s symptoms,
cholecystitis was strongly suspected and opera-

tion advised.

Physical examination on admission revealed a

seemingly healthy 115 pound woman in no dis-

tress. Vital signs were normal. The cardiopul-

monary system was normal, the abdomen was
fiat, and the remainder of her physical find-

ings were unremarkable. Admission laboratory

studies consisted of a hemogram, urinalysis,

BUN., FBS., EKG., and chest x-ray all of which
were within normal limits.

Laparotomy was performed on May 26, 1966

through a right rectus incision. Exploration

failed to demonstrate a gallbladder and cystic

duct. The liver was of normal color, size, and
contour except for absence of the gallbladder

fossa. Structures in the hepatoduodenal liga-

ment were palpated and the bile duct identified.

Dissection, freeing fascia from along the bile

duct, extended proximally from the duodenum to

the hepatic bifurcation and beyond. A Kocher
maneuver, incising the lateral peritoneal fold,

mobilized the second portion of the duodenum.
This provided better exposure and facilitated

palpation of the supra- and retroduodenal areas

of the common bile duct. Palpation from duode-
num to hepatic bifurcation failed to outline cal-

culi or other intraductal mass. The ducts were
not dilated. The right and left hepatic ducts,

their confiuence, and the common bile duct were
well visualized and the structures easily identi-

fied. The cystic duct was absent. The right he-

patic artery was identified and observed
throughout its course. After branching from the

common hepatic artery it passed inferior to the
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bile duct, just distal to its hepatic bifurcation,

and continued laterally for about an inch enter-

ing the right lobe of the liver, in or near the

porta hepatis. No cystic artery was found to

branch from the right, left, or common hepatic

arteries, nor was any aberrant vessel (s) ob-

served crossing cephalad toward the liver from
other vessels, e.g., the gastroduodenal or superior

mesenteric arteries.

An operative needle cholangiogram was ob-

tained by injecting twenty milliliters of meglu-
mine iodipamide (Cholografin) into the supra-

duodenal portion of the bile duct. (Fig. 2.) No

Fig. 2. Operative needle cholangiogram showing
absence of the gallbladder.

gallbladder, cystic duct, or bud remnant were
demonstrated. Also no dilated bile ducts or cal-

culi were found and contrast media flowed freely

into the duodenum.
A prophylactic appendectomy was performed

and the operation terminated. The operation

was tolerated well and the postoperative course

was uneventful for 9 days. Hospital discharge

was contemplated on the 10th day, but was de-

layed because of diarrhea of insiduous onset.

During the next few days the patient became
febrile and the diarrhea worsened becoming
more frequent and hemorrhagic. This acute

blood loss resulted in a near vascular collapse.

Symptoms and signs represented an exacerbation

of acute ulcerative colitis. (The prophylactic

appendectomy, in retrospect, may have contrib-

uted to its onset.) Treatment consisted of whole

blood transfusions, intravenous maintenance and

replacement fluids containing vitamins, antibiot-

ics, and hydrocortisone succinate. Triamcinalone

and ACTH were given intramuscularly and
phthalylsulfathiazole was given orally. A sig-

nificant remission was finally obtained to permit

hospital discharge on June 22, 1966.

She has now been followed as an outpatient

for about 2 years with the disease process kept in

remission.

Discussion

Agenesis of the gallbladder was reported

by Morgan!^ in 1769. Approximately 150

cases have subsequently appeared in the

English literature, diagnosed either at nec-

ropsy or operation. Diagnosis requires dif-

ferentiation between agenesis, atresia, or

malposition of the gallbladder. A posterior

retroperitoneal or intrahepatic located gall-

bladder may be difficult to identify. A
confirmed operative diagnosis was not possi-

ble before Mirizzi- introduced T-tube cho-

langiography in 1933. To confirm the diag-

nosis of agenesis of the gallbladder at

operation, both operative cholangiography

and dissection with visualization of the bil-

iary tract from duodenum to hepatic bifur-

cation are necessary.'”^’ ^ Frey and associates-^

recently reviewed the English literature

finding only 13 “proved” cases of agenesis

of the gallbladder diagnosed at operation.

Our case makes fourteenth.

Of these 14 patients with a confirmed op-

erative diagnosis of cholecystic agenesis, 6

gave a history of fatty food intolerance and
7 had nausea, vomiting, and pain in the

right hypochondrium. At operation the

bile duct was reported as normal in 9, con-

taining calculi in 3, and dilated in 2 patients

without evidence of calculi. Ductal dilata-

tion without calculi probably represents

adaptation due to absence of the gallblad-

der. Fibrosis of the ampulla of Vater has

been suggested as another cause.

^

The incidence of ductal calculi and ductal

dilatation without calculi in the cases diag-

nosed at operation is roughly twice that re-

ported in cases diagnosed at necropsy.

Some advocate T-tube drainage in all

cases of cholecystic agenesis diagnosed at

operation. This was not thought to be in-

dicated or found necessary in our patient.

Such drainage without proper indication

may increase the postoperative morbidity

already significant in many of these cases.
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Summary

To prove or confirm the diagnosis of agen-

esis of the gallbladder at operation, both

operative cholangiography and surgical dis-

section and visualization of the biliary tract

from duodenum to hepatic bifurcation are

necessary.

Using these critera for operative diagno-

sis, our case as reported makes the four-

teenth “proved” or confirmed case of agene-

sis of the gallbladder, diagnosed at opera-

tion, to be reported in the English litera-

ture.
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TMA MEMBERSHIP REPORT ... As of January 1, 1968, the Tennessee Medical
Association was made up of 2,970 regular dues paying members, 215 vet-
eran members (over age 70), 37 members in postgraduate education status
and 18 in the military service, for a total of 3,240 members. This is
a net gain of 121 over the previous year . . . Fifty-four deaths oc-
curred among the membership in the past year. The Association also had
2,791 members of the American Medical Association and 254 dues exempt
members for a total AMA membership of 3,045 at the end of 1967.

AMA-ERF MONEY DISTRIBUTED . . . Tennessee's three medical schools re-
ceived $37,407.46 from AMA-ERF. These were contributions made in 1967
to the American Medical Association's Education and Research Foundation
. . . Over the last five years of operation, 18,000 medical students,
interns and residents now have guaranteed loans in excess of $44 mil-
lion. More than $17 million have been distributed as unrestricted gifts
to medical schools of this country ... Of the three medical schools in
Tennessee, $16,684.93 was awarded to Vanderbilt University School of
Medicine; $15,388.59 to the University of Tennessee College of Medicine,
and $5,333.94 to Meharry Medical College.

In 1967, 143 students attending medical schools in Tennessee received
a total of $103,050 in loans from the AMA-ERF Loan Fund Program. Fifty-
three interns and residents of Tennessee received $39,100 in loans . . .

The Woman's Auxiliary continues to receive national recognition for
their efforts on behalf of AMA-ERF. Their contributions for the past
year exceeded $25,000 ... It is also of interest to note that 265
Tennessee physicians donated over $9,000.

^ ^ ^ ^

PHYSICIAN REPRESENTATION ON HOSPITAL GOVERNING BOARDS ... An impor-
tant resolution presented at the 1968 meeting of the House of Delegates
included a recommendation that all hospitals in Tennessee should have
physician representation on their governing boards ; and that the ma-
jority of these physicians should be elected or appointed by and from
the active medical staff of the respective hospitals ... It was also
urged that physicians serving on hospital governing boards should have
voting privileges on policy matters . . . Physicians should take appro-
priate steps through their local m.edical societies and hospital staffs
to accomplish this end.

.JL.^ ‘T* T* ^

COUNTY SOCIETIES URGED TO REQUIRE MEMBERS TO BE AMA MEMBERS . . .

In another key resolution presented to the House of Delegates was one
urging AMA membership of active members from the county medical socie-
ties. The resolution placed strong emphasis on the county societies to
amend their by-laws or other governing articles to include AMA member-
ship as a requirement of its active members.

AMA QUESTIONNAIRE RETURN REQUESTED ... The March 25 issue of the
AMA NEWS included a physician activity verification questionnaire . . .

The information is needed to verify existing records before they are put



on a new computer system . . . The form should be completed and returned
to the AMA as quickly as possible.

;ic :{c

MEDICO-LEGAL FRONTIERS THEME OF MEETING . . . Medico-Legal Frontiers
was the theme of a program sponsored by the Vanderbilt University
Schools of Law and Medicine on May 3rd in Nashville . . . The program
featured a discussion of the legal aspects of organ transplantation as
well as informed consent . . . Other topics included "Research Involving
Human Subjects” and "Professional Codes and Guidelines."

^

JOURNAL INCOME TAX LEVY OVERRULED BY SENATE ... A decis ion by the
Internal Revenue Service which would require the payment of income tax
by medical association journals has been rejected by the U. S. Senate
. . . A bill repealing the Internal Revenue Service ruling passed the
Senate by a 57-35 vote . . . The IRS ruling would have a serious finan-
cial impact on the publication of the Journal of the Tennessee Medical
Association, Action by the House of Representatives has not been taken.

^ ^

GUIDELINES FOR MEDICARE PAYMENTS . . . The Social Security Adminis-
tration has announced that it would be distributing guidelines for ex-
periments in reimbursing hospitals and physicians under Medicare and
other federal health programs ... In its announcement, SSA asked for
participation in the reimbursement experiments by hospitals, physicians,
insurance companies, group practice pre-payment plans, labor management
plans, union clinics and private health insurance organizations.

^ ^ ^

TENNESSEE PHYSICIAN TESTIFIES ON REGIONAL MEDICAL PROGRAM ... Dr.
Bland W. Gannon, Memphis, one of TMA's delegates to the AMA, testified
recently in behalf of AMA before the sub-committee on Public Health and
Welfare of the House Interstate and Foreign Commerce Committee on H.R.
15758 . . . This bill extends the regional medical programs for heart
disease, cancer and stroke for five years . . . Dr. Cannon stated that
the RMP holds much hopeful promise ... He suggested, however, that the
program be extended for only three years, rather than five, since it is
still relatively untried and would give Congress an earlier opportunity
to examine its progress. Also recommended were changes which would
provide for evaluation to start in 1968 rather than 1970; more practic-
ing physicians on the Advisory Council; and inter-regional grants.

n-' 'r - ^

NEWS YOU CAN USE . . . Payment of usual and customary fees by all Blue
Shield Plans is expected by 1970, says National Association of Blue
Shield Plan’s Board Chairman, Carl R. Ackerman, M.D., New York . . .

Revised Medicare form 1490 (claim form) was made necessary by changes in
the law which permits payment to the patient on the basis of itemized
bills. This means the bill need not be receipted by the physician . . .

The nation's medical schools accepted 9,290 applicants last year out of
20,000 separate applicants who submitted some 100,000 applications.
Each applicant applied at an average of five schools.

>1%

HOSPITAL COSTS . . . Tennessee hospitals last year absorbed $10 million
in losses resulting from insufficient state payments for indigent pa-
tient care. The cause; $5 million in bad debts, higher personnel sal-
aries, increased cost of supplies and equipment. An insurance firm
should not be charged for indigent care. The Tennessee Hospital Asso-
ciation invites your recommendations and assistance.

!



Hadley Williams, Public Service Director

CAPACITY CROWD HEARS DR. WALTER JUDD ... A sellout crowd of 250 per-
sons attended the IMPACT Banquet and heard Dr. Walter Judd during the
TMA annual meeting in Chattanooga last month. Dr. Judd, a former member
of the U.S. House of Representatives for 20 years, delivered an excel-
lent speech which emphasized his vast knowledge of U.S. foreign policy
and far East affairs. Dr. Judd also pointed out that "physicians should
stop worrying about what government is doing to them and begin thinking
about what physicians can do to government." A resolution was adopted
by the TMA House of Delegates along these same lines. The resolution,
introduced by the Shelby County delegation, urged Tennessee physicians
to take an active part and to involve themselves in the political proc-
esses that determine government and to consider elective offices when
feasible. Physicians were also urged at the TMA meeting to become mem-
bers of IMPACT (Independent Medicine’s Political Action Committee - Ten-
nessee) during this election year.

HEALTH MANPOWER COMMISSION REPORT . . . The National Advisory Com-
mission on Health Manpower has published a series of 53 recommendations
regarding health manpower, health services in the future, and means of

improving the health care system. One recommendation of the Committee
concerned physician representation on hospital governing boards. As a

means of improving hospital organization and management the committee
recommended physician membership on hospital boards of control. A reso-
lution urging this action was adopted by the TMA House of Delegates at

the annual meeting in Chattanooga last month. This marks the second
consecutive year such a resolution has been adopted by TMA. Physicians
may want to refer to the February 12, 1968 issue of JAMA for a full re-
port of the Commission's recommendations as well as comments on specific
recommendations by the AMA Committee on Health Manpower and Executive
Committee of the Board of Trustees.

^ ^ ^ ^ ^

MEDICAL ASSISTANTS CONDUCT ANNUAL MEETING ... The Medical Assistants
Society of Tennessee held their 12th annual convention in Johnson City
May 3-5. Dr. Harmon Monroe of Erwin, presided over the officer instal-
lation ceremonies which saw Mrs. Joan Hutchens of Maryville assume the
presidency of the organization.

^
-T* 'r* T* T* T*

VISITING CHICAGO THIS SUMMER? . . . Tours of the American Medical As-
sociation are offered to Chicago visitors each day from 8:30 a.m. until
4:45 p.m. Located at 535 N. Dearborn Street, the AMA offers a 45-minute
guided tour by trained employees who seek to acquaint visitors with the

organizational structure of the AMA, major areas of activity and many of

the services that are available to physicians and the public. If a

visit to the Windy City is being planned, include a visit to your AMA
and see your national organization headquarters in operation.



AMA JUDICIAL COUNCIL ISSUES STATEMENT ... The Judicial Council of the
AMA has issued statements to clarify the interrelationships between
ethics and law. The Council says "ethical standards of professional
conduct often exceed but are never less than those required by law.

Violation of government laws may subject the physician to civil or crim-
inal liability; expulsion from membership is the maximum penalty that
may be imposed by a medical society upon a physician who violates ethi-
cal standards involving a breach of moral duty or principal. Medical
societies, however, have a civic and professional obligation to report
to the appropriate governmental body or state board of medical examiners
credible evidence that may come to their attention involving the alleged
criminal conduct of any physician relating to the practice of medicine."
The Council also said, "although a physician charged with alleged il-

legal conduct may be acquitted or exonerated in civil or criminal pro-
ceedings, this does not discharge a medical society from its obligation
to initiate a disciplinary proceeding against a member with reference to

the same conduct where there is credible evidence tending to establish
unethical conduct. Ethical pronouncements of the Judicial Council and
the House of Delegates should not be so interpreted, construed, or ap-
plied as to encourage conduct which violates a valid law." Dr. Charles
C. Smeltzer of Knoxville is a member of the AMA Judicial Council.

^ ^ ^

SAN FRANCISCO SITE OF T17TH ANNUAL AMA CONVENTION ... The AUA will
conduct its 117th annual convention in San Francisco June 16-20 with
headquarters at the Fairmont Hotel. Once a year, the physician has an
opportunity to spend the better part of a week doing nothing but "keep-
ing up" at the world’s largest medical meeting. Approximately 600 sci-
entific papers are to be presented, and more than 250 scientific exhib-
its will be on display as well as many industrial exhibits. Among spe-
cial presentations planned are four General Scientific Meetings on auto-
mobile accidents, health care planning, management of infectious dis-
eases and treatment of advanced malignant disease. In addition, twenty-
three scientific sections will offer programs individually with many
holding joint meetings on subjects of common interest. A full schedule
of medical motion pictures is planned, as is a program of live color
telecasting from a San Francisco-area medical center. California is a

nice place to visit in June, why not join the more than 50,000 expected
to attend the AMA convention?

Sjt

MEDICARE GUIDELINES . . . The Medicare Guidelines issued by the Part "B"

Medicare intermediary. Equitable Life, and published on this page in

last month's Journal was submitted to the TMA House of Delegates by the

Utilization Review Committee during the annual meeting in Chattanooga.
The House received the Committee's report which included the guidelines
relative to reimbursement of physicians for visits to extended care fa-
cilities, nursing homes, and home calls and for injectable regardless of

the place administered. After considerable discussion, the House made
it clear that the guidelines were not being adopted as policy of TMA.

The House also directed that the guidelines be referred to the TMA Board
of Trustees for further study and consideration during the coming year
with a report to be given to the House at the next annual session.
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OUR CHANGING TIMES

In the months to come I will endeavor to bring more specific

topics to your attention in the hope that more of you will partici-

pate by thought, action and deed in the health needs of your com-
munity and state. In these changing times we all must become
better medical citizens. Our goal should be to maintain private
enterprise and incentive in the public legislation which has and
will be enacted in the future. Why worry about private enterprise?
As I see it, this is the incentive of human nature which has made
our country develop in the last century into the outstanding nation
of the world in all walks of life, medicine included. This does not
mean that we do not have many problems yet to be solved, but it

does mean we should try to preserve the fundamental principles

of government, and human development of mind and body while discarding the useless

and outdated ways of life, as proven by the old experiment of trial and error.

If there is a single word that characterizes American Society that word is change.
Less than 100 years ago more than 50 percent of all our people worked on farms. Today
with the tremendous increase in population 10 percent of the population produce enough
agricultural products not only to feed our nation but to send food to many areas of the
world. The great technological advances have had a profound effect on the farmer and his

life. Changes in the city and urban community have also been as drastic due to the techni-

cal advances of industry. For most Americans it has paid off handsomely with more com-
forts of life and more leisure time. Yet industry and urbanization have developed many
new problems to face and solve including health problems in our ghettos and in our near
indigent population. Just as the automobile in every garage has made us the envy of the
world, its exhaust fumes poison our cities. Even more important is the fact that more than
50,000 lives are lost each year in accidents.

The changing times are just as significant in medicine but these are familiar to all of

you. However, many may not be aware that in international comparison, our nation
stands 9th in several categories including infant mortality and life expectancy. Inciden-
tally, some of the nations ahead of us are completely socialized. Although socio-economic
factors including poverty and ignorance are primarily responsible for these statistics, the
public (our patients) through their legislators, have and will continue to demand better

health distribution. Although organized medicine in the past has made fine efforts, as well
as mistakes, to improve health care of the public, too few physicians take an active part in

their communities including their county and state medical societies. We must learn to

provide leadership and cooperate with our government officials and legislators. We should
be knowledgeable and friendly with our labor, farm, insurance and industry people. My
message, “For These Changing Times” is for more physicians to recognize that there is no
such thing as a “status quo” in medical practice and to budget more of their busy 50-60

hour work week to health care problems.

Sincerely,

President
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EDITORIAL

THE CHLORAMPHENICOL MATTER

Your Editor has been critical of the Food
and Drug Administration in the past, and

probably will be so upon occasion in the fu-

ture. However, that does not preclude fair-

ness, and a recognition of the handicaps

which pursue the FDA. With some irrita-

tion I clipped, as did many other physicians

I am sure, a news headline a couple of

months ago, which proclaimed in essence

that Dr. Goddard considered what could be

done to protect you from your doctors!

Later a letter by him to presidents of State

Medical Associations reveals that Dr. God-
dard suffers from the same irritants as the

medical profession—the too frequent quote

out of context by newspapers for the sake

of lurid headlines. Such an exhibition al-

ways calls to mind one of Osier’s aphorisms

of a half century or more ago: “Believe

nothing that you see in the newspapers

—

they have done more to create dissatisfac-

tion than all other agencies. If you see any-

thing in them that you know is true begin

to doubt it at once.” The fourth estate is

unchanging!

The following is taken from the tran-

script sent to the President of TMA of the

chloramphenicol hearing of the Subcommit-
tee on Monopoly of the Senate Select Com-
mittee on Small Business (Feb. 29, 1968)

.

Mr. Gordon (Benjamin Gordon, Subcommittee
Staff Member) : That is not saying very much
now.

Dr. Goddard: Well I would like to asD you,
Mr. Gordon, what it is you propose be done. I

am at my wits’ end as to what can be done
within the authority and the philosophy of what
FDA is supposed to be doing.

Mr. Gordon: Well, for example, we discussed

the possibility of restricting it to hospitals. We
talked about the possibility of curtailing it to a

large extent, or abolishing the promotional activ-

ities.

Dr. Goddard: I have told you in both instances

we do not have the means to enforce those.

Mr. Gordon: I know you do not have the au-
thority. But given this, it seems to me that we
are not in very good shape.

Dr. Goddard: What you are talking about bas-

ically is what protection do you have from your
doctor—to put it in its baldest terms. Let us call

a spade a spade. That is what you are talking

about.

Now, I do not think you can legislate that. You
are talking about one drug. You have to rely on
the physician’s judgment for every drug that he
prescribes. And the physicians need good infor-

mation. This committee is aware of the problem
of doing that. There needs to be greater self-

regulation in the form of therapeutic committees,

and a lot of these steps need to be taken.

But in the long run, I do not think you can
regulate good practice of medicine.

Senator Nelson: I do not think anybody is sug-

gesting that, really. I think we are talking

about

—

Dr. Goddard: That is what it comes down to.

Senator Nelson: I think we are talking about

an extra special case here in which—you know
—in a fifteen-year period, thirty-five milion to

forty million people in America are getting a

drug, being exposed to a possible lethal concen-
tration for a condition for which it is just not

needed. And there is no disagreement at all

about that. We should not be helpless in the

face of that situation.

—

The TMA President also received a copy

of the formal statement of Dr. Goddard to

the Subcommittee on Feb. 29, 1968. In this

he gave an excellent historical review of

what has occurred since the introduction of

chloramphenicol in 1948. Since it is too

lengthy for publication, it seems of interest
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to remind ourselves of the warnings which

have been issued to the medical profession

now for twenty years and still go unheeded

all too often.

In 1950, appeared the first published re-

ports of fatal blood dyscrasias following the

use of the antibiotic. In 1951, the AMA in

New and Non-Ojficial Remedies warned of

these dangers. In 1952, an editorial in the

JAMA referred to these side effects. In

that year, following a review of 177 cases of

blood dyscrasias (one-half fatal) by the Na-

tional Research Council, the drug was re-

quired to carry a warning label which was

emphasized upon the package insert. Early

in 1960 the AMA Council on Drugs pointed

to the continued and indiscriminate use of

chloramphenicol for minor infections in

spite of continuance of warnings. Again

FDA posed the question to the National Re-

search Council late in 1960, whether the an-

tibiotic should be removed from the market

or be permitted for sale. In January 1961,

this body recommended, because of the

drug’s specificity in certain uncommon in-

fections, it should be available, but con-

cluded with “due to its serious effects; fur-

ther warnings and increased education of

the medical profession were necessary.”

Therefore, the following month FDA re-

quired a “warning box” in labeling chlor-

amphenicol. The manufacturer also was

required to write a letter to all medical doc-

tors and osteopaths concerning the hazards.

In 1966, upon request of FDA, indications

for the use of the drug were included and

content of the “warning box” was strength-

ened. Again editorials appeared in JAMA.
In his statement Goddard stated:

Despite the risks associated with the use of

chloramphenicol, if one may judge from the

sales figures, use of the drug continues to be

excessive. Where have the FDA, the manufac-

turer, and the medical profession failed? Is the

general medical community unaware of, or un-

concerned about, the risks associated with this

drug? What must be done now? These are

most difficult questions, and the answers do not

come easily.

He pointed to fewer than 1^000 cases of

typhoid fever annually in this country.

Incidentally, the 1967 Edition of the AMA
New Drugs states on page 1, “because se-

rious blood dyscrasias have occurred after

therapy with chloramphenicol, this drug

should be used only for the treatment of ty-

phoid fever, other salmonelloses, and infec-

tions that do not respond to less potentially

dangerous agents— (it) is highly effective in

the treatment of typhoid fever, but is not so

uniformly effective in other Salmonella in-

fections.”

In the closing paragraphs of his state-

ment, Goddard asks a number of rhetorical

questions of the Subcommittee—no doubt in

some desperation. A special Ad Hoc Com-
mittee was called on Feb. 26, 1968, to con-

sider what might be done. As a result it is

suggested that the FDA should communi-
cate directly with doctors and hospital ad-

ministrators on new labelling of the drug

and to ask medical journals, including state

journals, to aid in this educational effort.

On Feb. 29, 1968, your Editor clipped from

the Los Angeles Times a news story of

three Californians (2 physicians, 1 a news-

paper publisher) who had testified before

the above Subcommittee on the death of a

child of each, the result of the use of Chlo-

romycetin, given for an unstated reason in

1952, for “an upper respiratory infection” in

1952, and “for a sore throat and minor uri-

nary infection” in 1960, respectively.

Many of us interested in continuing edu-

cation share Dr. Goddard’s despair. Why
after two decades of warning should there

still be a problem! The two doctors who
lost a child each in 1952, before the poten-

tial lethal effects were known, unfortu-

nately did not hark to Pope’s words, “Be not

the first by whom the new are tried, nor yet

the last to lay the old aside.” This is not

retrospective wisdom. Repeatedly, on these

pages attention has been directed to the po-

tency of drugs in this era—double-edged po-

tency, and the need to know their indica-

tions for use. I am reminded that 14 years

ago, in pointing to the potential hazards of

penicillin in sensitization and possibly in

auto-immune diseases, and the uselessness

of penicillin for viral infections (the com-

mon cold)
,
I quoted an author to the effect

that doctors “must learn that it is folly to

shoot sparrows with a 16-inch gun.”^ How
true of chloramphenicol!

R.H.K.

^Editorial: The Dangers of Penicillin Therapy.

J. Tennessee M. J. 47:77, 1954.
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IN MEMORIAM

Hawkins, John Sims, Springfield. Died March
30, 1968, Age 81. Graduate of Vanderbilt Univer-
sity School of Medicine, 1910. Member of Robert-
son County Medical Society.

Steele, John Black, Chattanooga. Died March
30, 1968, Age 83. Graduate of Chattanooga Medi-
cal College, 1905. Member of Chattanooga-Ham-
ilton County Medical Society.

Haile, Kenneth Lee, Cookeville. Died March
17, 1968, Age 52. Graduate of University of

Tennessee College of Medicine, 1939. Member of

Putnam County Medical Society.

Connell, Eldon D., Memphis. Died March 19,

1968, Age 68. Graduate of University of Tennes-
see College of Medicine, 1925. Member of Mem-
phis-Shelby County Medical Society.

Boyce, Wm. E„ Hohenwald. Died April 9, 1968,

Age 80. Graduate of University of Tennessee
College of Medicine, 1912. Member of Maury
County Medical Society.

Gillit, Charles Melvin, Hendersonville. Died
April 10, 1968, Age 38. Graduate of Loma Linda
University School of Medicine, Loma Linda, Los
Angeles, 1956. Member of Sumner County Medi-
cal Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Nashville Academy of Medicine

Davidson County Medical Society

Dr. Joseph H. Burchenal, chief of the

Chemotherapy Section, Memorial Hospital,

Sloan-Kettering Institute, New York City,

discussed “Principles and Practice of the

Chemotherapy of Cancer” at the meeting of

the Academy on May 14th. The meeting,

held in the auditorium of the Veterans Ad-
ministration Hospital, was preceded with a

dinner and business session of the Academy
members.

Knoxville Academy of Medicine

Dr. Alfred D. Beasley was the program
speaker for the meeting of the Academy
on April 9th. Dr. Beasley’s subject was
“Changing Responsibility of the Physician

in Postgraduate Education?” The special

clinic, entitled “An Unusual Case of Respir-

atory Distress in the Newborn” was pre-

sented by Dr. Foy Mitchell.

Due to remodeling of the Academy of

Medicine building, the meeting was held in

the auditorium of Mercy Hall, St. Mary’s

Memorial Hospital.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)
The American Medical Association stated

that the regional medical programs had

showed good progress in the early stages

but urged that Congress order an early

evaluation by a non-government agency.

The AMA position was outlined by Bland

W. Cannon, M.D., of Memphis, a member of

the Association Council on Medical Educa-

tion, in testimony before the House Sub-

committee on Public Health and Welfare.

The subcommittee was considering Admin-
istration legislation to extend the regional

medical program law for five years.

Subcommittee members reacted favorably

to an AMA recommendation that the exten-

sion be for only three years. Some of the

Congressmen also indicated opposition to a

recommendation by Michael DeBakey, M.D.

of Houston, Texas, that appropriations for

the regional medical programs be increased

sharply.

“We view with favor the early progress

of RMP, its ability to build on existing pat-

terns of medical care (sometimes adding

new features or changing old ones as local

demands and resources make possible) and
the local flexibility which allows the pro-

gram to make a real contribution to the

health care of our nation,” Dr. Cannon said.

“At the same time, we recognize that the

concept of the Regional Medical Program is

still in its very early stage of existence and

that it is difficult to fully appraise the pro-

gram. We do not know, for example, how
much this program adds to the stress on an

already overtaxed supply of available medi-

cal manpower.

“There is some concern that the prolifera-

tion of federal health programs substan-

tially contributes to the rise in health care

costs. For this reason, we are pleased that

H. R. 15758 provides for an evaluation of the
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program. We would suggest, however, that

the evaluation begin July 1, 1968, rather

than July 1, 1969, since ‘evaluation’ should

be an integral part of the planning. We
also suggest that the subcommittee consider

further amending Section 102 to provide

that the evaluation shall be made by a non-

government agency. . . . We recommend
that the subcommittee delete the open-end

authorization for funds for the four fiscal

years ending after June 30, 1969. In view of

the fact that we are still dealing with a rel-

atively untried program, we believe it

would be wise to limit the authorization to

such sums as this subcommittee may deter-

mine to be reasonable, rather than to pro-

vide for ‘such sums as may be necessary for

the next four fiscal years.’
”

Henry Brill, M.D., of Brentwood, N.Y.,

chairman of the AMA’s Committee on Al-

coholism and Drug Dependence, said that

the AMA supported the part of the legisla-

tion authorizing federal grants for construc-

tion of facilities for a new program for al-

coholic and narcotic addict rehabilitation.

“However,” he said, “we have long felt

that funds for staffing and operation are

properly the responsibility of the commu-
nity, once the major burden of construction

has been met with federal assistance.”

The American Medical Association and

the Association of American Medical Col-

leges announced a joint policy designed to

increase the number of medical students.

The statement “emphasized the urgent and

critical need for more physicians if national

expectations for health services are to be

realized,” and listed immediate and long-

range steps that should be taken.

Immediate steps; (1) Increase the enroll-

ment of existing medical schools.

(2) Foster curricular innovations and other

changes in the educational programs which

could shorten the time required for a medi-

cal education and minimize the costs.

(3) Meet the need for innovation in educa-

tional programs and to encourage diversity

in the character and objectives of medical

schools. The development of schools of

quality where a primary mission is the

preparation of able physicians for clinical

practice as economically and rapidly as pos-

sible is to be encouraged.

“A longer-range approach to the need for

physicians is the development of new medi-

cal schools,” the statement said. “This ap-

proach will not solve our immediate, urgent

need for more physicians but it is essential

for meeting the national needs of 1980 be-

yond.

“To implement the measure enumerated

above will require adequate financial sup-

port from governmental and various private

sources for: (1) Construction of facilities to

expand enrollment of existing schools and

to create new schools. (2) Support of the

operational costs of medical schools.

(3) Stimulation and incentive for educa-

tional innovation and improvement.”

Wilbur J. Cohen, a key proponent of med-
icare, was named by President Johnson to

succeed John W. Gardner as secretary of

Health, Education and Welfare. Cohen,

now 54, started with the federal govern-

ment in the early thirties and helped draft

the social security program. Recognized by
Congress as an expert on social security, he

was the leading architect of Medicare and

played a prominent role in getting Congres-

sional approval of the program.

He had been undersecretary of HEW
since June, 1965. For the previous four

years, he had been assistant secretary of

HEW. At a news conference following his

appointment to the top HEW post, Cohen
foresaw health care accounting for as much
as 50 percent of total welfare costs. He
urged that voluntary private health insur-

ance be improved. But he said that he did

not believe private programs could be im-

proved sufficiently to eliminate the need for

government help in dealing with the health

care needs of low income groups and the

disabled.

“Medicare and Medicaid have had some
impact on higher medical costs,” Cohen
said. “But I think doctors’ costs are going

to taper off. Hospital costs are going to

continue to rise but there is a problem of

antiquated and inefficient methods. This

can be changed.”

Soon after Gardner’s resignation became
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effective, Cohen announced major steps in

the reorganization of HEW’s health activi-

ties. Unified direction of HEW’s major

health agencies was assigned to Dr, Philip

R. Lee, Assistant Secretary for Health and

Scientific Affairs. Dr. William H. Stewart,

Surgeon General of the Public Health Serv-

ice, was named principal deputy to Dr. Lee.

Dr. Lee was given direct authority over the

Public Health Service and the Food and
Drug Administration. Dr. Stewart and
Food and Drug Commissioner James L.

Goddard, M.D., will report directly to the

Assistant Secretary, while continuing to

carry out their present administrative func-

tions.

Dr. Lee’s responsibility also was ex-

panded to include over-all health policy di-

rection and coordination of other health

programs, including medicare, medicaid and

the health activities of the children’s bu-

reau.

In his 1968 message to Congress, Presi-

dent Johnson had directed the HEW secre-

tary to submit “a modern plan of organiza-

tion to achieve the most efficient and eco-

nomical operation of the health programs of

the federal government.”

“In the past four years,” Cohen said, “31

major new laws have been enacted that in-

crease the Department’s authority, responsi-

bility and appropriations in the field of

health. The total federal investment in

health has grown from approximately $3

billion in 1960 to nearly $14 billion in 1968,

and $16 billion proposed in 1969. Because

of new programs, like Medicare and Medi-

caid, the HEW health investment alone has

more than tripled in the past three years,

from $2.6 billion in 1966 to $9.6 billion this

fiscal year, and $10.9 billion proposed for

1969.”

In a reassignment of agency responsibili-

ties, the National Institutes of Health was
expanded to include the present NIH, the

Bureau of Health Manpower and the Na-

tional Library of medicine. The Health

Services and Mental Health Administration

was set up with responsibility for all other

functions previously assigned to the Public

Health Service. These two new agencies,

along with the present Food and Drug Ad-

ministration now make up an expanded and

more comprehensive Public Health Service,

Dr. James A. Shannon, Director of the Na-

tional Institutes of Health, was named Di-

rector of the newly constituted NIH. Dr,

Robert Q. Marston, Director of the Division

of Regional Medical Programs, was named
Acting Administrator of the Health Serv-

ices and Mental Health Administration.

Dr. Goddard continues as Commissioner of

Food and Drugs. The heads of these three

agencies will report directly to Dr. Lee
under the new organizational setup.

MEDICAL NEWS
IN TENNESSEE

Vanderbilt University

School of Medicine

Vanderbilt Medical School is one of

twelve schools chosen from twenty compet-

ing institutions for a heart study grant from

the National Heart Institute. Vanderbilt

received a two-year planning grant of

$137,321 to develop a cardiovascular re-

search and training center. Dr. Tremaine
Billings, associate dean for center develop-

ment programs at Vanderbilt, has stated:

“the grant is another step toward making
the fruits of scientific research more quickly

available to the patient with heart and

blood vessel problems.” New construction

will be required for the center, but the only

definite conclusion about the location at this

time is that the center will be within the

Medical Center’s patient care facilities.

(From Vanderbilt Medical Center News
Release, April 10, 1968) Vanderbilt Univer-

sity’s School of Medicine has received a

substantial grant from the Vivian B. Allen

Foundation to endow permanently Vander-
bilt’s M.D./Ph.D. Program. Called the Vi-

vian B. Allen Fellowship Endowment, the

special fund will underwrite all related ex-

penses incurred by students selected for

support. Five students currently are en-

rolled in the M.D./Ph.D. Program under
funds made available by the Vivian B.

Allen Foundation in the past.

“While established medical schools are

recognizing the need to increase their stu-
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dent bodies and new medical schools are

being built on the basis of projected de-

mand for physicians, little emphasis has

been focused on the parallel need for quali-

fied personnel to handle the expanded

teaching load. Establishing itself as one of

the leaders in devising a method to cope

with this potential crisis shortage of aca-

demic physicians, Vanderbilt introduced in

1965 the Vanderbilt Medical Scholar Pro-

gram in the Bio-Medical Sciences, as the

M.D./Ph.D. Program is more correctly

known. The program further enhances

Vanderbilt’s already recognized reputation

for producing academic physicians needed

by the nation’s medical schools. The pre-

doctoral student who is a potential aca-

demic physician must be offered an educa-

tional program which is flexible enough to

meet his particular talents, sequentially or-

ganized to prevent duplication of effort and

which allows a freedom from financial bur-

den during the long period of his education.

With the Vivian B. Allen Foundation’s

financial support, Vanderbilt is able to offer

such a program.”

An institute entitled “Medico-Legal Fron-

tiers” was presented on May 3rd in Nash-

ville and sponsored jointly by the Vander-

bilt Medical and Law Schools, in coopera-

tion with the Nashville Academy of Medi-

cine, the Tennessee Medical Association,

and the Tennessee and Nashville Bar Asso-

ciation. Topics included: organ transplan-

tation, informed consent, human experi-

mentation and the law, and experimental

drugs as well as panel discussions. All area

and Tennessee physicians were invited to

attend.

University of Tennessee

College of Medicine

The College of Medicine has published

the first issue of a new Journal called

Tennessee Medical Alumnus. It is starting

out as a twice-a-year publication with the

possibility of stepping up to more frequent

issuance if response from alumni justifies it.

The editor. Dr. Robert C. Rendtorff, profes-

sor of preventive medicine, notes in a fore-

word that the publication marks the first at-

tempt of the College of Medicine faculty to

publish its own journal directed at inform-

ing graduates of the activities and goals of

the college. The four-color cover features

Dr. Lemuel W. Diggs, Goodman professor of

medicine, whose work is interwoven into a

historical sketch of the Medical Units writ-

ten by Dr. Alfred P. Kraus, professor of

medicine and pathology. Dean Maston K.

Callison, among other contributors, dis-

cusses problems and goals of the college.

Dr. Phineas J. Sparer, professor of psy-

chiatry and preventive medicine, has been

awarded the L. M. Graves Memorial Health

Award. He was chosen for the 1968 award
as the Memphian who “has made the great-

est contribution to community health” dur-

ing the past year. The award is named in

honor of the late Dr. L. M. Graves, former

director of the Memphis and Shelby County
Health Department.

Dr. L. W. Diggs, professor of hematology,

and Miss Ann Bell, instructor in hematol-

ogy, have prepared a set of color, lantern

slides relating to the morphology of blood

cells. The set of 121 slides will be distrib-

uted on a loan basis by the Armed Forces

Institute of Pathology, Washington, D.C.,

20305, to be used for individual study or for

teaching programs.

Chancellor Homer F. Marsh has an-

nounced that effective immediately, the De-

partment of Continuing Education has been

renamed the Division of Continuing Educa-

tion and Conferences.

19th Annual

Symposium on Cardiology

More than 100 physicians attended the

19th annual symposium on cardiology held

at UT’s University Center in Knoxville on

March 28th. The symposium is sponsored

by the East Tennessee Heart Association in

cooperation with the Department of Contin-

uing Education of UT’s Medical Units, and
the Heart Disease Control Program of the

Tennessee Public Health Department.
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The four speakers, international authori-

ties in their field, were: Dr. J. Willis Hurst,

Atlanta, professor and chairman of the de-

partment of medicine at Emory University

School of Medicine and chief of medicine at

Grady Memorial Hospital; Dr. John Web-
ster Kirklin, Birmingham, professor and

chairman of the department of surgery at

the University of Alabama Medical College

and surgeon-in-chief of the University’s

hospitals and clinics; Dr. Joseph K. Perloff,

Washington, associate professor of medicine

at Georgetown University School of Medi-

cine and director of the cardiac diagnostic

laboratory at Geortetown University Hospi-

tal; and Dr. Gene H. Stollerman, Memphis,

professor and chairman of the department

of medicine at U.T. College of Medicine and

physician-in-chief for the City of Memphis
Hospitals.

Annual Hale-McMillan Lecture

Dr. John C. Norman, associate in surgery,

Harvard Medical School, was guest lecturer

on April 4th at the annual Hale-McMillan

Lecture at Meharry Medical College. Dr.

Norman’s subject was “Transplantation of

the Spleen; Persisting Experimental Cure

of Hemophilia.” The lecture memorializes

two pioneers in surgery at Meharry.

PERSONAL NEWS

Dr. Gilbert Levy, a long-time crusader in the

control of contagious diseases on the national and

local level, was awarded the East Memphis Ser-

toma Club’s first annual Service to Mankind
Award. The honor was bestowed in recognition

of his “dedication to the finest ideals of the medi-

cal profession and of his unselfish service to his

fellow man.” Dr. Levy received the award at a

luncheon at Colonial Country Club on March 14th.

Dr. K. M. Kressenberg, Pulaski, immediate

past-president of TMA, participated in the AMA
sponsored Second Annual National Congress on

the Socio-Economics of Health Care in Chicago,

March 22-23.

Life and Casualty Insurance Company of

Tennessee has announced the appointment of Dr.

Vern Manzano as Assistant Medical Director. Dr.

Manzano formerly practiced medicine in Martin,

Tennessee, until early 1967 when he moved his

practice to Madison.

Dr. Merrill F. Nelson, Chattanooga, was

awarded a Fellowship of the American College of

Cardiology during the meeting of the American
College of Cardiology in San Francisco on March
2nd. Of interest is the fact that among the other

recipients of these fellowships was Dr. Christiaan

Barnard of South Africa, who discussed his so-far

successful heart transplant during the convention.

Dr. Nelson is a diplomate of the American Board
of Internal Medicine and a Fellow of the Ameri-
can College of Physicians.

Dr. James L. Williams, Trenton, has been
elected to active membership in the American
Academy of General Practice. As a member of

the AAGP, Dr. Williams will be required to com-
plete 150 hours of postgraduate medical study

every three years. Re-elected to active member-
ship were Dr. Houston Lowry, Jr., Madisonville;

Dr. James S. Hastie, Goodlettsville; Dr. Telford A.

Lowry, Sweetwater; and Dr. Edwin E. Gray, Tul-

lahoma.

Dr. A. Roy Tyrer, Jr., Memphis, has been re-

elected vice-chairman of the Council on Voluntary
Health Agencies of the American Medical Asso-

ciation.

Three Knoxville physicians were honored by
election to fellowship in the American College of

Physicians at a recent meeting of the organization

in Philadelphia. They are: Dr. James J. Acker,

Dr. Richard L. Whittaker and Dr. Alan Solomon.

Dr. Joseph C. Knight, returning from military

service, has opened his office for the practice of

internal medicine and cardiology at 419 North
Highland in Murfreesboro.

Dr. Francis Murphy, Memphis, has been reap-

pointed the principal representative of the Ameri-
can Association of Neurological Surgeons of the

American Medical Association’s Interspecialty

Committee for 1968. The Committee advises the

AMA’s Board of Trustees on scientific programs
and socio-economic and legislative matters that

affect the various medical specialties. Members
and alternates represent 17 medical specialty so-

cieties.

Dr. Kirkland Todd, Jr., Nashville, was guest

speaker at a meeting of the Davidson County
Trial Lawyers Association on March 28th. Dr.

Todd’s subject was “Management of Disfigure-

ment Problems.”

Dr. Robert W. Seaton has opened his office for

the practice of obstetrics and gynecology in Mary-
ville. Dr. Seaton is associated with Dr. Tom
Holder.

Dr. Alvin J. Ingram, Memphis, was a partici-

pant in The National Blue Shield Professional Re-
lations Conference, held March 21-22 in Chicago.

The Health & Hospital Planning Council of the

Nashville Metropolitan Region has elected; Dr. A.

B. Scoville, president; Dr. Gordon Peerman, medi-

cal vice president and Board member; Drs. Lloyd

Elam, R. H. Kampmeier and Harrison Shull, Ex-

ecutive Committee members; Dr. Elam, Board

member. Other Academy members on the Board

are Drs. Randolph Batson, Richard Cannon,

Kampmeier, Scoville, Shull, and Matthew W^alker.
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Rewarding Opportunity

in a new

Medical Center

THE MEDICAL CENTER OF NASHVILLE
Located directly across the street from the new Nashville

Memorial Hospital, The Medical Center of Nashville has been

carefully designed and built to make it one of the most modern,

functional and attractive medical centers in America. It is the

major medical facility in Nashville’s most rapidly expanding area.

It serves some 240,000 people.

There is space for a total of twenty-five doctors in the Center.

Comfortable suites accommodating one to four doctors can be

provided. Also within the building is an apothecary, an optical

dispensary and a modern laboratory complete with X-Ray and

X-Ray treatment facilities. All doctors’ private offices will be

paneled and carpeted at no extra cost. Central zoned heating

and cooling insures each individual room will maintain the desired

temperature. A centralized IBM bookkeeping, billing and collec-

tion service is available. There is more than ample off-the-street

parking.

For free brochure and more complete information, write or

call Drew Maddux, Maddux Realty Company, Inc., 4705 Gallatin

,
Tennessee. Telephone: 615 — 262-5745.

Realty Company, Incorporated

leasing agent for The Medical Center of Nashville.
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Ex-officio members are Drs. Luther Beazley, Jo-

seph Bistowish and Stanley Olson.

At its Annual Meeting in Boston in April, Dr. R.

H. Kampmeier, Nashville, ended his year as Presi-

dent of the American College of Physicians. This

was an historic meeting, the first held in associa-

tion with the Royal College of Physicians of Lon-

don which this year celebrates its 450th anniver-

sary. In addition to its Pi’esident, the Presidents

of the several Royal Colleges (of Ireland, Edin-

burgh, Glasgow, Canada, Australia and South Af-

rica) were also in attendance.

ANNOUNCEMENTS

Calendar of Meetings, 1968

State

May 16 Middle Tennessee Medical As-
sociation, Country Club, Car-

thage

Sept. 13-14 Tennessee Valley Medical As-
sembly, Memorial Auditorium,

Chattanooga

National

May 23-25 American Gynecological So-

ciety, The Homestead, Hot
Springs, Va.

May 27-29 American Ophthalmological

Society, The Homestead, Hot
Springs, Va.

June 10-13 American Proctologic Society,

Denver Hilton, Denver
June 13-16 American Association of Neu-

ropathologists, Washington-
Hilton, Washington, D.C.

June 13-17 American College of Chest

Physicians, Hilton Hotel, San
Francisco

June 15-16 American Diabetes Associa-

tion, Sheraton Plaza, San
Francisco

June 15-16 Society for Vascular Surgery,

Sir Francis Drake, San Fran-

cisco

June 16-20 American Medical Association,

San Francisco

June 17-19 American Neurological Asso-

ciatiin, Washington Hilton,

Washington, D.C.

July 22-24 Air Pollution Medical Research

Conference, Sponsors: Denver
Medical Society, Colorado Med-
ical Society, American Tho-
racic Society, American Col-

lege of Chest Physicians, Colo-

rado State Health Dept., U.S.

Public Health Service, and
AMA,—Denver Hilton Hotel,

Denver

Aug. 11-15

Sept. 5-7

Sept. 12-15

Sept. 13-20

Sept. 28-Oct. 3

National Medical Association,

Shamrock-Hilton, Houston,

Texas
American Association of Ob-
stetricians and Gynecologists,

The Homestead, Hot Springs,

Va.

American Electroencephalo-

graphic Society, San Francisco-

Hilton Hotel, San Francisco

American Academy of General
Practice, Las Vegas, Nevada
International College of Sur-
geons, United States Section,

Honolulu

Seventh Annual Seminar in Psychiatry

A one-day seminar will be given on Wednes-
day, May 29th, at Central State Psychiatric Hos-
pital in Nashville. The topics presented in the

program will relate to the general area of

depressive states, their early recognition and
management, both in the hospital and the physi-

cian’s office. A panel on suicide prevention and
“crisis” intervention will discuss the develop-

ment of such a program in Davidson County.

One paper by a family physician will speak
about the importance of ongoing education of the

practicing physician as a preparation for better

medical practice.

Registration will be held in the lobby of the

new Ancillary Treatment Building at Central

State Psychiatric Hospital at 8:00 A.M. Tuition

and luncheon by courtesy of the hospital. The
program has been accepted for six hours of

credit by the American Academy of General
Practice.

Principal speakers are; Sigmund Mayer Le-
gensohn, M.D., Clinical Professor of Psychiatry,

Georgetown University, Washington, D.C., Con-
sultant in Psychiatry, Naval Hospital, Bethesda,

Maryland; Raymond Walter Waggoner, M.D.,

Chairman, Department of Psychiatry and Direc-

tor of Psychiatry and Neurology Institute, Uni-
versity of Michigan, Ann Arbor, Michigan; and
Richard J. Erickson, M.D., general practice,

Knoxville.

62nd Annual Meeting
Southern Medical Association

The 62nd annual meeting of the Southern
Medical Association will be held in New Orleans,

Louisiana, November 18-21. This will be an out-

standing general medical meeting featuring 21

scientific sections, scientific color TV, scientific

and technical exhibits, SMA Student Seminar,
and many other activities.

You are invited to participate in this meeting
in any of the following ways: present a paper
before the section of your choice, or discuss a

paper, participate in a panel discussion, present a

scientific exhibit. Titles and brief abstracts of

papers should be submitted to the Secretary of
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Nashville Surgical Supply Company

The Physician and HospitaVs Complete Supply

& Service Source

Physicians equipment and supplies

Hospital equipment and supplies

Laboratory equipment and supplies

THE MOST COMPLETE DRUG AND BIOLOGICAL

SUPPLY SOURCE IN TENNESSEE

Distributor for Standard and Mattern X-Ray

Equipment and supplies

24-Hour Emergency Service

Nashville Surgical Supply Co., Incorporated

1911 Church St.

Nashville, Tennessee

Phone AL 5-4601
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the Section. Presentation of papers is limited to

15 minutes and manuscripts must be turned in

at the meeting for possible publication in the

Southern Medical Journal. You will be notified

the decision of the Program Committee by the

Secretary.

If you are interested in serving as a discussant

for a paper or as a member of a panel, notify the

Secretary of your Section, giving him an idea of

the subjects in which you are primarily inter-

ested. If you wish to present a scientific exhibit,

you may notify the Section Secretary or write

directly to the SMA, 2601 Highland Avenue, Bir-

mingham, Alabama 35205, and an application for

scientific exhibit space will be forwarded to you.

Hotel reservations should be made as early as

possible. . . . New Orleans is one of SMA’s most
popular meeting sites. Hotel reservation forms
will be in every issue of the Southern Medical
Journal and the Southern Medical Bulletin.

ACP Postgraduate Courses

The American College of Physicians will pre-

sent a postgraduate course on “Basic Principles

in Internal Medicine” at the University of Iowa,

Iowa City, June 1-14.

On June 19-22, the ACP will present a course

on “Infectious Diseases: Mechanism and Mani-
festations” at the University of Maryland School

of Medicine, Baltimore, Maryland.
Additional information may be obtained from:

Edward C. Rosenow, Jr., M.D., Executive Direc-

tor, American College of Physicians, 4200 Pine

Street, Philadelphia, Pennsylvania 19104.

New Members
The Journal takes the opportunity to welcome

these new Tennessee Medical Association mem-
bers.

DICKSON COUNTY MEDICAL SOCIETY
Henry Farrar, M.D., Dickson

GREENE COUNTY MEDICAL SOCIETY
Michael J. O’Dell, M.D., Greeneville

George W. Oden, M.D., Greeneville

John L. Shaw, M.D., Greeneville

HAMBLEN COUNTY MEDICAL SOCIETY
P. L. Fuson, M.D., Morristown

LINCOLN COUNTY MEDICAL SOCIETY
Paris Bransford, M.D., Fayetteville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY

Robert P. Christopher, M.D., Memphis
Warren Monroe Douglas, M.D., Memphis
Harold Ray Gillespie, M.D., Memphis
Robert J. Howse, M.D., Memphis
William Earl Phillips, M.D., Memphis
James F. Stanford, M.D., Memphis

MONTGOMERY COUNTY
MEDICAL SOCIETY

A. R. Boyd, M.D., Clarksville

J. R. Smith, M.D., Clarksville

Frank Wilson, M.D., Clarksville

NASHVILLE ACADEMY OF MEDICINE
James Baldwin, M.D., Ashland City

Hugh H. Boyle, M.D., Nashville

Leslie Falk, M.D., Nashville

Edward A. Rogers, Jr., M.D., Nashville

Arthur J. Viehman, M.D., Nashville

KNOXVILLE ACADEMY OF MEDICINE
William P. Stallworth, M.D., Knoxville
Charles M. Wender, M.D., Knoxville

TIPTON COUNTY MEDICAL SOCIETY
H. C. Hyatt, M.D., Covington

ROBERTSON COUNTY MEDICAL SOCIETY
Elmer Bottsford, M.D., Ridgetop

Dermatology Practice

For Sale

Knoxville, Tennessee

Established over 20 years. Office, x-ray

equipment available. Corner property

with parking facilities. Building for sale

or lease includes 5-room, 2-bath apart-

ment. Will lease separately or together.

Write Box K-IO, Tennessee Medical As-

sociation.

Ideal Doctor's

Offices
Located in a growing medical center and
across the street from hospital, 720 West
Forest, Jackson, Tennessee.

Contact: Mrs. W. H. Brooks

I 336 Hollywood Dr.

Jackson, Tennessee

Telephone: (901) 422-3191
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Patterns for the Future

"Adequate health care for all Americans"*
Morton D. Miller, f New York City, New York

One doesn’t have to be a public opinion

analyst or a student of political science to

grasp at least the main outlines of what has

happened in this country in the area of

health care. Adequate health care for all

Americans has been moved from the realm

of a debatable social issue to a position of

public policy.

This is a profound fact. The institution

of private health insurance knows this.

The insurance industry is clearly aware

today that it is living in a time of transition

—an age of shifting social, economic, and

political realities which envelop all who are

concerned with health care, be they provid-

ers, consumers or insurers.

In consequence, private health insurance

is now rapidly moving away from what—at

least in the public mind, if not in fact—has

been considered as confirmed opposition to

government involvement in health matters

and toward a cooperative, participative ar-

rangement whose scope and direction are

not yet clearly perceived.

We are going from a battle whose dust is

settling to a long range testing of the values

and goals of our institution—and not in lim-

ited terms of our ability to meet the needs

of a small segment of the population but

with a full determination to help meet the

needs of society as a whole.

We are in the process of changing from
solely a financing mechanism to a broader

social instrument—from a limited perspec-

tive of our role to a new self-awareness of

what we, as trustees of so large a share of

tMr. Miller is vice-president and actuary of

the Equitable Life Assurance Society of the

United States. He was president of the New
York 65 Health Insurance Association. Presented
at the First National Congress on the Socio-

Economics of Health Care, sponsored by the

Council on Medical Service and the Division of

Socio-Economic Activities of the American Medi-
cal Association, Chicago, Illinois, January 23,

1967.

*Reprinted from Pennsylvania Medicine, June
1967.

the public’s health funds, can and shall do

to improve the effectiveness of care.

We believe the public expectation that

adequate health care should be available to

everyone is legitimate and we know it pre-

sents a new and dramatic challenge for mu-
tual planning and cooperative effort be-

tween government at all levels, on one

hand, and all voluntary health interests, on

the other.

We are seeing the evolution of a complex

series of interrelationships among the prob-

lems of: planning and organization of facili-

ties and services; recruitment and training

of health manpower; provision of quality

care; and the cost and financing of such

care.

Private health insurers are prepared to

accept this development with a new aware-

ness of their need to be responsive to their

responsibilities.

Significant in this regard was the state-

ment of policy recently adopted by the

Health Insurance Association of America on

behalf of its member insurance companies.

This statement defines as the role of private

health insurers the continuation of the pri-

mary responsibility for providing adequate

insurance against the cost of health care for

persons under age 65. It points to the im-

portant role which private insurers are now
playing as fiscal or administrative interme-

diaries in implementing government pro-

grams and as the underwriters of private

voluntary plans that supplement govern-

ment programs directed to persons age 65

and over. Further, the statement supports

programs of appropriate governmental as-

sistance in providing health care protection

for those who lack the resources to obtain

private health insurance.

The private health insurance industry

stresses the vital and immediate need for

intensifying efforts to extend private insur-

ance protection to those still not insured or

under-insured against the cost of health

care.

Insurance companies are being urged by
their Association to re-examine realistically
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their present coverages and procedures and

particularly to give urgent and serious at-

tention to:

—Stressing the need for adequate cover-

age;

—Escalating efforts to extend insurance

to people presently not insured or un-

der-insured;

—Creating new and better marketing ap-

proaches and techniques to help meet

the needs of the public;

—Reducing contract and underwriting

restrictions so as to make insurance in-

creasingly available to more people.

In short, there is emerging a renewed de-

termination on the part of private health in-

surers to build on the already impressive

record of achievement in extending health

care protection to the American people.

Let me remind you of that record. By
the close of 1966, an estimated 159 million

persons in this country—82 percent of the

United States civilian population—had

some form of voluntary health insurance.

Of those with hospital expense insurance,

94 percent were also insured for surgical

expenses. In addition, some 72 percent

were covered for regular medical expenses,

and 35 percent had major medical protec-

tion.

Numbers alone are not the whole story, of

course. How well were these millions of

people protected against unpredictable

health care costs? It is estimated that out

of every $5 spent by these insured persons

for hospital care, a minimum of $4 is paid

by their hospital insurance. For physicians’

services, the proportion paid by insurance is

about $1 of every $2. This breaks down
further into about $4 of every $5 with re-

spect to surgery, and $1 out of every $4 for

the cost of physicians’ non-surgical services.

The figures for the number of persons

covered should be viewed in light of the

fact that many people who are without

health insurance at present do not need it

because their medical-care expenses are

financed under some type of governmental

program. In other words, the unprotected

gap remaining to be closed is substantially

less than the 20 percent of the civilian pop-

ulation now uninsured.

The competitive nature of voluntary

health insurance provided a major stimulus

to accomplishment in the past. We are con-

fident that it still represents one of the mas-
ter keys to further progress in providing

broad coverage at reasonable cost. It pre-

serves for the consumer uniquely flexible

choices of coverage to fit personal needs; it

encourages new servicing concepts; and it

stimulates new product development—ma-
jor medical, dental care, out-patient, mental

illness coverage . . . and who knows what
tomorrow!

The vast technical resources of the insur-

ance business and the prepayment plans,

with their years of combined experience in

fulfilling a vital social need, have been rec-

ognized dramatically by the government’s

dependence on the private sector in its role

of administrative intermediary and carrier

in implementing the Medicare Law. This

relationship is still evolving. One of the

key questions, for example, which must be

answered in the long run is the extent to

which private and prepayment plan admin-
istrative judgments will be controlling.

Now what about the costs? Certainly, no

subject in the health care field has attracted

more editorial interest and public concern

than the rapidly rising medical care cost

picture. Clearly we must assume the initia-

tive and bend our imaginations to ways of

encouraging the public to place a higher

priority on expenditures for health care.

This means demonstrating the value of bet-

ter care at the most reasonable cost in terms

which the public will understand and ac-

cept.

The need for improvement in the quality

of care is being given increasing attention

by the public. People, no doubt, are more
aware today of the factors influencing medi-

cal care costs. Even so, cost increases are

frequently challenged by the consumer as

being unnecessary and as reflecting waste

or inefficiency in provider operations. It is

not sufficient only to develop public under-

standing and awareness of those factors

which produce the increases. We must also

show a determination to identify and elimi-

nate wasteful influences or practices which

tend to inflate costs.

Here health insurers, as trustee-repre-

sentatives of consumers, have a major and
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direct role to play, through sound contract

design and effective claims administration.

Electronic data processing equipment has

opened new vistas in the storage of vast

amounts of data and the volume review of

health claims in such a way as to focus

readily on areas for fruitful cost conserva-

tion and quality control.

The quality of health care is primarily

the responsibility of the providers them-

selves. Indeed, it is their prerogative for in

many areas only the health professions

have the competence to establish standards

of effective care. Thus it is clear that the

concern of health insurers in this area must
continute to take the form of cooperation

with the providers of health care, and along

with them the planning agencies, the pur-

chasers of insurance and, frequently, the

appropriate public agencies.

We insurers stand in a position of trustee

for our insureds, charged with the responsi-

bility to represent their best interests as

consumers of health care. Benefit pay-

ments in the health care field, in 1966,

reached an estimated $9.5 billion under all

forms of health care protection. The
proper expenditure of health care funds of

such magnitude is a trust which we cannot

—and do not—take lightly.

Expression of this responsibility is shown
in the cooperative support given by private

health insurers to such quality-influencing

measures as the establishment of medical

society and hospital utilization and review

committees; of hospital tissue committees

and medical audits; the support of accredi-

tation programs; and the promotion of the

concept of community health planning of

services as well as of facilities.

Review activities, whether directed to the

determination of “usual and customary

fees,” or to the evaluation of the effective-

ness of the use of hospital facilities, repre-

sent a unique opportunity for the medical

profession to assume leadership. By com-
ing forward with the necessary guidance

and judgment, which only the profession

can supply, the resolution of these and other

important health care problems in a climate

of mutual cooperation and understanding

will be made possible.

The requirements of the Medicare Law

that each hospital have a functioning utili-

zation committee heighten the need for the

assumption by the professions of a strong

leadership role in this area. Must not the

professions undertake to carry out these

functions meaningfully on behalf of all pa-

tients, not just those who have become ben-

eflciaries of government programs?

The American Medical Association and

the American Hospital Association have

adopted positions which encourage the

professions to carry out their respective re-

view responsibilities for patients of all ages.

However, progress has been regrettably

slow, and there is some evidence of reluc-

tance on the part of hospitals and of the

medical profession to become involved be-

yond the minimal requirements of the Med-
icare Law.

Candor requires one to ask if it is not

probable that in the absence of productive,

working, utilization review procedures in-

creased pressure for further regulation in

this area will be applied?

Perhaps by now it is apparent that I am
not about to diagram any neatly-balanced

pattern for the future—or even several pat-

terns. What the shape of things to come in

health care will be. I’m not at all certain.

Indeed, the pattern may well be kaleido-

scopic—changing, in a multitude of ways

—

interrelated, interdependent, balanced, and

even systematic. Perhaps I should say:

especially systematic.

If anything is clear about the future it is

not simply that there will be change, but

that to some degree change must be man-
aged. And in the world we live in today

—

and even more in tomorrow’s world—we
realize that new concepts and techniques

such as systems-analysis present us with

ways and means of coping with a wide

range of social and economic problems

which heretofore have seemingly been too

complex for us to grasp.

What we have been experiencing in

health care—rising costs, variable quality,

inequality of access, fragmentation and

gaps in services—may well represent faulty

interrelationships among a number of com-

plex systems. Clearly we have had a pat-

tern of the poor expenditure of precious

community resources. We must learn to
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manage these resources better for the sake

of both our social and economic health.

Managing implies fact-finding, analysis,

priority-setting, program development—or

as the National Commission on Community
Health Services has said: community health

“action-planning.”

Under present and emerging circum-

stances, and in accordance with the broad

public interest, it would appear that the

need for planning of standards—for estab-

lishing and deploying health care facilities

and services, and for fulfilling unmet needs

—is unassailable. This need for planning

has been reflected, for example, in the

mushrooming growth of area-wide health

facilities planning agencies and the prolifer-

ation of planning elements in many other

health activities, such as the regional medi-

cal programs. Consequently, a major prob-

lem today is to obtain a broad base of sup-

port from the various interests involved in

the community, and to establish the proper

balance so that the planning agencies’ rec-

ommendations will be effective.

Over a period of years, the private health

insurance business has recognized the im-

portance of and has supported the princi-

ples of area-wide planning. The Health In-

surance Council, through its state-by-state

voluntary organization, participates and
provides technical assistance. In addition,

many insurance companies contribute per-

sonnel and financial support to a number of

planning agencies.

The underlying objective of any effective

planning organization must be to assure the

community that high quality care will be
available as needed on the most economical

basis possible. Implementation of recent

federal legislation—notably Public Law 89-

749, The Comprehensive Health Planning

Act—gives added emphasis to the urgency

for constructive action in this area. In rec-

ognition of this fact, and in anticipation of

the many challenges and opportunities

which this development represents, the

health insurance business last year adopted

a policy and is developing a program in sup-

port of community health planning based

on:

1. Active involvement in community
health planning groups through ap-

propriate participation of qualified in-

surance personnel in state and area-

wide groups.

2. Financial support of community
health planning operations by alloca-

tion to appropriate groups of funds

provided on an industry-wide basis.

3. Technical backup of industry partici-

pants in community health planning

assignments with background mate-

rial, information and counsel.

The pattern for the future, then, as I

glimpse it, includes among its major ele-

ments the ideas of social responsibility and

of responsible participation. The private

health insurance industry is committed to

both. In health care and community mat-

ters we are actively participating day-in

and day-out. We intend to continue to ac-

cept our responsibilities and to pull our full

weight—with initiative, imagination, inge-

nuity, and vitality.

Our goal for the future is to achieve ac-

tive public understanding of the unique ad-

vantages of the voluntary health care sys-

tem and to obtain the maximum use of that

system by the public to meet today’s social

needs.

We are acutely aware, however, that any

such goal can be achieved only by close and

realistic cooperation among and with the

medical and allied professions and all other

providers of health care.

Challenge is the cornerstone of progress.

We invite you to join with us in building

the future.
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MUTUAL BENEFIT LIFE
Insurance Company of Newark, New Jersey

Invites You

to

Investigate

Tennessee Medical Association's

GROUP LIFE PLAN

A choice of:

Term and/or Permanent

Coverage

$25,000—Maximum Amount Available

$50,000—Accidental Death Coverage

$50,000—Dismemberment Coverage

• Dependent's coverage

for Spouse and Children

• Waiver of Premium

in the event of Disability

• Excellent dividend results

annually since 1961

• No Aviation Limitations

For further information write:

Dunn-Lemly-Sizer, Inc.

800 Sudekum Building

Nashville, Tennessee

Two offices to serve you.

Edward C. Dunn, CLU

800 Sudekum Building

Nashville, Tennessee

242-3331

Theron M. Lemly

1309 Poplar Avenue

Memphis, Tennessee

278-0411
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products produced by these organisms.
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Abstract of the Proceedings of the House of Delegates

of the Tennessee Medical Association

Chattanooga, Tennessee—April 18-20, 1968

The House of Delegates of the Tennessee

Medical Association met at the Read House

Hotel in Chattanooga, Tennessee, April 18-

20, 1968, in conjunction with the 133rd An-

nual Meeting of the Association, with Dr.

Tom E. Nesbitt, Speaker of the House and

Dr. R. L. DeSaussure, Vice-Speaker, presid-

ing.

The invocation was rendered by Dr.

George G. Young, Chattanooga.

DR. GEORGE G. YOUNG: “Our Father

in Heaven, as we seek communion with

Thee, may we be lifted up far above the

place of our hurried life into the calm at-

mosphere of Thy presence. Increase our

faith in Thee as we begin our duties of the

day, and also increase our faith in our fel-

low men. We rejoice in and thank You for

the high privileges that are ours individu-

ally as well as those that come through our

professional responsibilities. May we all

accept our obligations willingly and make
decisions for the best interest of our hon-

orable profession. Bless our Nation, Dear

Lord. Bless our President and our national

leaders. We do pray that they will make
the right decisions not for political or selfish

reasons, but for the best interest of our

Country. We do pray for the peace talks.

We do pray that we may have an honorable

peace throughout the World. We do pray

for our boys and girls in Viet Nam and all

around the World. Help them that they

may be returned safely to their families.

We do bless our own families, and again we
beseech Thee for clearness of vision, sound-

ness of judgment, and courage of conviction

as we face the questions and problems of

the day. Amen.”

Action Re News Media
Attending Sessions of the House of Delegates

The Speaker encouraged the House to

consider and adopt the following as

policy of the House of Delegates regarding

news coverage of this and future annual

meetings, subject to change at any time:

“That members of the news media will be

permitted and encouraged to attend the

Thursday and Saturday afternoon sessions

of this House of Delegates; that they be per-

mitted and encouraged to attend all general

scientific sessions conducted by the Tennes-

see Medical Association during the three-

day meeting; and that they be invited and
encouraged to attend the President’s ban-

quet and other social functions. In addi-

tion, the House would encourage the var-

ious specialty societies to consider this open
policy for news media regarding their scien-

tific sessions, reserving the right to conduct

their business sessions in private, and that

the Tennessee Medical Association’s Refer-

ence Committees continue to remain open
only to Tennessee Medical Association

members and invited guests.

A motion was made by Dr. Charles C.

Trabue and seconded that the House of

Delegates adopt the recommendation as a

resolution to reflect the policy of the House
of Delegates, subject to change at later

dates. The motion was adopted.

1967 Minutes Approved

The Speaker announced that the Minutes

of the last regular session were reproduced

in the June, 1967, issue of the Journal
of TMA and requested that a motion be

presented to approve the proceedings as

published. It was moved and duly sec-

onded that the Minutes of the 1967 regular
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session be approved as published in the

June, 1967, issue of the Journal. The mo-
tion was adopted.

Reference Committees

The Speaker announced the personnel of

the Reference Committees to consider re-

ports, resolutions, amendments, and all mat-

ters requiring action by the House of Dele-

gates.

Committee on Credentials

John O. Williams, Chairman, Mt. Pleasant

Charles E. Allen, Johnson City

Raymond F. Mayer, Memphis

Committee on Amendments to the

Constitution and By-Laws

John H. Burkhart, Chairman, Knoxville

G. Baker Hubbard, Jackson

Luther A. Beazley, Nashville

Committee on Resolutions

J. Malcolm Aste, Chairman, Memphis
Chas. C. Smeltzer, Knoxville

Greer Ricketson, Nashville

Committee on Reports of Officers

Perry M. Huggin, Chairman, Knoxville

Roland H. Myers, Memphis
John S. Derryberry, Shelbyville

Committee on Reports of Standing Committees

A. Roy Tyrer, Jr., Chairman, Memphis
George G. Young, Chattanooga

C. Gordon Peerman, Nashville

Committee on Reports of Special Committees

Wm. H. Edwards, Chairman, Nashville

Harry A. Stone, Chattanooga

Julian K. Welch, Jr., Brownsville

Committee on Outstanding Physician

of the Year

R. H. Kampmeier, Chairman, Nashville

John H. Burkhart, Knoxville

G. Baker Hubbard, Jackson

Nominating Committee

As required in the By-Laws, the Board of

Trustees had appointed a Nominating Com-
mittee with representatives from each of

the three grand divisions of the state, with

no two members from the same county

medical society. The Speaker announced
the personnel of the committee:

East Tennessee:

John H. Burkhart, Knoxville

Frank B. Graham, Chattanooga

E. Kent Carter, Kingsport

West Tennessee:

Lee Rush, Jr., Somerville

Byron O. Garner, Union City

Harold B. Boyd, Memphis

Middle Tennessee:

B. T. Hall, Clarksville

Jos. L. Willoughby, Franklin

Chas. C. Trabue, IV, Nashville

Report of Study Committee to Consider
Permanent Method of Selection of the

Fourth Delegate to AMA
A special study committee of the House of

Delegates, composed of Drs. Alvin J. In-

gram, Memphis, Chas. C. Smeltzer, Knox-
ville, and Chas. C. Trabue, Nashville, re-

ported that the provision in the By-Laws,
Chapter IV, Section 5, is quite permissive

and allows the House of Delegates to choose

the man of their choice without restrictions.

The Committee recommended that no

change be made in the By-Laws and that

the delegate should be chosen from among
those men who are best qualified to serve

from the Association at large.

The Chairman of the Committee placed

the recommendation into the form of a mo-
tion. The motion was seconded and

adopted.

ELECTION OF OFFICERS AND
COUNCILORS
April 20, 1968

The report of the Nominating Committee
was presented in the second session of the

House of Delegates on Saturday, April 20.

Nominees submitted by the Committee
were voted upon individually and in each

instance, the Speaker called for additional

nominations from the floor.

President-Elect—Francis H. Cole, Memphis

Speaker—House of Delegates—Tom E. Nes-

bitt, Nashville

Vice-Speaker—House of Delegates—R. L.

DeSaussure, Memphis
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Vice-President (East Tennessee)—Madison

S. Trewhitt, Cleveland

Vice-President (Middle Tennessee)—John

S. Derryberry, Shelbyville

Vice-President (West Tennessee)—Wm. B.

Acree, Ridgley

Secretary—James N. Thomasson, Nashville

AMA Delegate (East Tennessee)—John H.

Burkhart, Knoxville (January, 1969-De-

cember, 1970)

AMA Alternate Delegate (East Tennessee)

—Harmon L. Monroe, Erwin (January,

1969-December, 1970)

AMA Delegate (State-at-large)—Tom E.

Nesbitt, Nashville (January, 1969-Decem-

ber, 1970)

AMA Alternate Delegate (State-at-large)

—A. Roy Tyrer, Jr., Memphis (January

1969-December 1970)

TRUSTEES:

East Tennessee—John H. Saffold, Knoxville

(1971)

West Tennessee—Wm. T. Satterfield, Sr.,

Memphis (1969) To complete unexpired

term of Dr. Francis H. Cole, Memphis

COUNCILORS:

First District—Alvin S. Crawford, Bristol

(1970)

Third District—Edward G. Johnson, Chat-

tanooga (1970)

Fifth District—George L. Smith, Winches-

ter (1970)

Seventh District—Carson E. Taylor, Law-
renceburg (1970)

Ninth District—Laurence W. Jones, Union
City (1970)

Nominees for Public Health Council: (Three from
East Tennessee and three from West Tennessee,

two of whom to be subsequently appointed by
the Governor)

East Tennessee:

Louis A. Killeffer, Harriman
Burgin E. Dossett, Johnson City

Jacob T. Bradsher, Knoxville

West Tennessee:

Moore Moore, Jr., Memphis
Lee Rush, Jr., Somerville

J. C. Moore, Dyersburg
Nominees for Board of Trustees of the State Tu-

berculosis Hospitals—(Three from East Tennes-

see, one of whom to be subsequently appointed

by the Governor)
Roy W. Epperson, Athens
L. Spires Whitaker, Chattanooga

Wm. F. Schmidt, Bristol

THE ABOVE NOMINEES WERE ELECT-
ED BY THE HOUSE OF DELEGATES

TENNESSEE'S OUTSTANDING
PHYSICIAN

Dr. Robert H, Hutcheson, Franklin, was
named Outstanding Physician of the Year
in Tennessee for 1968.

Dr. Hutcheson is Commissioner of Public

Health for the State of Tennessee, a post he

has held for twenty-five consecutive years.

The State has enjoyed impressive health

gains shown by the state vital statistics

during Dr. Hutcheson’s administration.

Mortality and morbidity rates have de-

creased substantially for a number of once

dreaded diseases. The budget of the

Tennessee Department of Public Health has

increased more than 850% during the past

25 years, from $2.8 million to the present

$27 million. Many pieces of important

health legislation have been adopted and
implemented during Dr. Hutcheson’s term

of office as Commissioner, including ma-
laria and rabies control acts, air and stream
pollution control, cancer clinics, tubercu-

losis hospital management act, public water
supply and sewage systems regulation, hos-

pital services to the indigent and post mor-
tem legislation.

As chief health officer of the State of

Tennessee, Dr. Hutcheson serves on numer-
ous governmental boards and he has held

offices in a multitude of local, state and na-
tional health organizations. In 1950, he

was the recipient of the Tennessee Dental
Association’s first Honorary Lifetime Mem-
bership Award; and in 1963 he was recog-

nized as the Outstanding Citizen in the

Field of Public Health by the Association of

State and Territorial Health Officers.

DR. ROBERT H. HUTCHESON, Frank-

lin, was unanimously elected by the House
of Delegates as Outstanding Physician of

the Year for 1968.

AMENDMENTS TO
CONSTITUTION AND BY-LAWS

Amendment to Constitution Lying on Table

The Speaker called for action on an

amendment to the Constitution lying on the

Table from the last regular session of the
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House of Delegates. As required in the

Constitution and By-Laws, a copy of the

Amendment and the recommendation of the

1967 Reference Committee had been for-

warded, sixty days in advance of the meet-

ing, to all county medical societies.

Amendment to Constitution—No. I

(Introduced in 1967)

Be it resolved that Article IX of the Con-

stitution of the Tennessee Medical Associa-

tion be amended by adding at the end of

such article an additional section as follov/s:

“Section 7. The Board of Trustees shall have

such powers to invest the funds of the Associa-

tion as are granted by law to General Welfare

Corporations as such law from time to time may
be amended.”

The Reference Committee on Amend-
ments to the Constitution and By-Laws in

1967 commented: “The Amendment to the

Constitution proposed to add a Section to

Article IX of the Constitution, which de-

fines the powers and duties of the Board of

Trustees, was proposed by the Board of

Trustees upon the advice of the Legal Coun-

sel of the Association merely to make a

written part of the Constitution what is al-

ready a legal fact of life.” The Reference

Committee recommended adoption of the

Amendment.

ACTION: THE HOUSE APPROVED
THE RECOMMENDATION OF THE
REFERENCE COMMITTEE AND AMEND-
MENT NO. 1-67 WAS ADOPTED.

Amendments Introduced in 1968

The Reference Committee on Amend-
ments to the Constitution and By-Laws con-

siders all proposed amendments to both the

Constitution and By-Laws. Under the re-

quired waiting period, all Constitutional

amendments introduced in 1968 will be pre-

sented for action by the House of Delegates

in 1969. One proposed amendment to the

Constitution was presented to the House of

Delegates at its initial meeting and referred

to the Reference Committee for considera-

tion. A second amendment to the Constitu-

tion was suggested in the initial meeting,

but presented in written form in the second

session.

Amendment to Constitution No. 1-68

Amend Article IV, Section 2, of the Consti-

tution of the Tennessee Medical Associa-

tion. Section 2 would then read:

“The Active Members of this Association shall be
active members of the County Medical Societies,

and no County Medical Society shall grant ac-

tive membership therein unless the membership
includes membership in the Tennessee Medical
Association and whose dues have been paid for

the current year.”

(Section 2 at present: “The Active Members of

this Association shall be active members of the

Component Medical Societies who have been
certified to the Secretary of this Association and
whose dues have been paid for the current

year.”

The Reference Committee commented on

testimony heard on the proposed amend-
ment, and recommended that Amendment
No. 1-68 not be adopted.

TO BE ACTED UPON BY THE HOUSE
OF DELEGATES IN THE NEXT REGU-
LAR SESSION IN 1969.

Amendment to Constitution No. 2-68

Amend Article V of the Constitution, by in-

serting the words, “elected officials of the

American Medical Association, provided

such officials are members in good standing

of the Tennessee Medical Association,” fol-

lowing the words, “the Association’s Dele-

gates to the American Medical Association.”

Article V would then read:

“The House of Delegates shall be the legislative

and business body of the Association, and shall

consist of (1) Delegates elected by the Compo-
nent Societies; (2) ex-officio the Officers; (3)

the five most recent surviving ex-presidents of

the Association, except that all ex-presidents

who were living in April 1956 shall be members
for life; (4) the Association’s delegates to the

American Medical Association; (5) the elected

officials of the American Medical Association,

provided such officials are members in good

standing of the Tennessee Medical Association,

the Commissioner of Public Health, and the

Commissioner of Mental Health for the State of

Tennessee, provided such Commissioner of

Public Health or Mental Health is a member in

good standing of the Tennessee Medical Asso-

ciation.”

The Reference Committee moved that

recommendation on Amendment No. 2-68 to

the Constitution be deferred until it is re-

ported by the Reference Committee on
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Amendments to the Constitution and By-

Laws in 1969.

ACTION: THE HOUSE ADOPTED THE
MOTION OF THE REFERENCE COMMIT-
TEE.

RESOLUTIONS

The Reference Committee on Resolutions

has the option of recommending a resolu-

tion for adoption or rejection, for adoption

as amended or substituted, for referral, or

for no action. The Resolutions shown are

in the form in which the House of Delegates

adopted, referred or rejected them.

RESOLUTION NO. 1-68

Urging AMA Membership of Active Members
From County Medical Societies

By; West Tennessee Consolidated

Medical Assembly

WHEREAS, the charter issued by the Tennessee

Medical Association’s House of Delegates to or-

ganized county medical societies, as stated in this

Association’s Constitution, requires the active

members of county medical societies to be active

members of the Tennessee Medical Association,

and

WHEREAS, the Tennessee Medical Association’s

By-Laws, Chapter XII, Section 3, states that “each

component Society of this Association may amend
its constitution and/or by-laws to provide that the

payment of dues to the American Medical Asso-

ciation shall be a condition of active membership

in that society,’’ and

WHEREAS, the benefits of AMA membership

are many and worthwhile since the AMA offers

meaningful services, represents the profession,

and is the voice of doctors of medicine on the na-

tional level, which is of great importance in these

times what with the many controversial problems

faced by medicine on scientific, legislative and so-

cio-economic issues; therefore be it

RESOLVED, that the action taken by this House

of Delegates in April, 1968, shall be to the end

that this House recommends and strongly urges

the county medical societies of Tennessee now and

hereafter chartered by this House of Delegates,

shall include AMA membership as a requirement

of its active members.

The Reference Committee on Resolutions

recommended adoption of Resolution No.

1 -68 .

ACTION: ADOPTED

RESOLUTION NO. 2-68

Appointment of TMA Liaison Representative with

Tennessee Interagency Council on

Smoking and Health

By; R. H. Hutcheson, M.D.

(An amendment recommended by the

Reference Committee and approved by the

House of Delegates is shown in black-faced

type.)

WHEREAS, the Tennessee Council on Smoking
and Health was organized to coordinate and
promote programs to publicize the dangers of

smoking, and
WHEREAS, the Council has had some success,

especially in working with the youth of the State,

and
WHEREAS, the Council has not been strength-

ened by the participation of a member from the

State organization deeply concerned with this cru-

cial health problem, and
WHEREAS, the Council recognizes that the ad-

vice and active participation of this, Tennessee

Medical Association, would give impetus to the

Council and prestige to its program, and
WHEREAS, the few meetings of the Council, in

Nashville, will not require undue time of an ap-

pointed representative; therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation, in convention assembled, approve the ap-

pointment of one or more of its members to meet
with and advise the Tennessee Interagency

Council on Smoking and Health.

The Reference Committee recommended
adoption of Resolution No. 2-68 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 3-68

Labeling of Prescriptions

By; Interprofessional Liaison Committee

(This resolution in essence was presented in

1967 and referred to the Interprofessional

Liaison Committee. After study and con-

sultation with local pharmaceutical associa-

tions, the 1967 resolution wo.s amended by
deleting the words “that insofar as practica-

ble” and adding the words shown in black-

face type in the first resolve.)

WHEREAS, the Council on Drugs of the Ameri-
can Medical Association has recommended that all

physicians should adopt the policy of labeling

prescriptions, making an exception only when
such disclosure would be detrimental to the wel-

fare of the patient, and
WHEREAS, the Council on Drugs of the Ameri-

can Medical Association has consulted with the

officers of the national pharmacy organizations
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and strongly recommends that in the best interest

of the patient, the prescription container, as a

rule, be labeled with the name and strength of the

drug, and
WHEREAS, to implement this recommendation,

the Council on Drugs of the American Medical

Association suggests that the physician use two
sets of prescription blanks, one which is for rou-

tine use and is imprinted with an order to label,

or, he may write the word “label” on his personal

presci'iption blank, if desired, and
WHEREAS, in emergency situations, such as ac-

cidental poisoning, overdosage, or attempted sui-

cide, immediate identification of a prescription

drug from the label may be life-saving, and
WHEREAS, the information is invaluable when

the patient changes physicians, moves to another

locality, or contacts the prescribing physician at a

time when his records are not readily available,

and
WHEREAS, the information on the label would

be of value in group practices, allergic individuals,

and would help to prevent mix-up between two or

more drugs being taken concurrently, or between
medications being taken by different members of

the family, and
WHEREAS, the Council on Drugs of the Ameri-

can Medical Association has recognized that there

are occasions when such labeling is inadvisable

for psychological or other reasons, and that the

physician is the one to make the decision, there-

fore it is believed that the advantages of labeling

outweight these objections in almost every inci-

dence; now therefore be it

RESOLVED, by the Tennessee Medical Associa-

tion that Tennessee Physicians should be encour-

aged to adopt a policy of labeling prescriptions

when it would be to the patient’s welfare; and be

it further

RESOLVED, that the Board of Trustees of TMA
recommends that the action of the Council on

Drugs of the American Medical Association be en-

dorsed and that this action become the policy of

the Tennessee Medical Association.

The Reference Committee recommended
adoption of Resolution No. 3-68 as presented

by the Interprofessional Liaison Committee.

ACTION: ADOPTED

RESOLUTION NO. 4-68

Reimbursement of Physicians by Fiscal

Intermediaries

By: Rutherford County and Stone’s

River Academy of Medicine

WHEREAS, a fee differential has been establ-

ished whereby a different unit value for services

rendered is assigned for physicians in different

geographical areas, and

WHEREAS, the Medicare Program is adminis-

tered and financed through the Social Security

Agency that in turn receives its funds from taxa-
tion on a uniform basis from the general public,

and

WHEREAS, it is held that the fee for a given
physician’s service should not be determined by
geographical location, but rather by virtue of the

quality of service rendered; therefore be it

RESOLVED, that unit value for services ren-
dered be fixed according to quality of service ren-
dered rather than by place where rendered.

The Reference Committee recommended
that no action be taken on Resolution No.
4-68 inasmuch as the policy of the Tennes-
see Medical Association was spelled out in

great detail by Resolution No. 3 in 1967,

adopted by the House of Delegates.

ACTION: RESOLUTION NO. 4-68 WAS
NOT ADOPTED

RESOLUTION NO. 5-68

Guidelines for Medical Staffs In Hospitals with

Intern and Resident Training Programs

By: A. Roy Tyrer, Jr., M.D., Chairman
Committee on Hospitals

{Amendments recommended by the Refer-

ence Committee and approved by the House
of Delegates are shown in black-faced type.

The words, “an equal” and “active” were
deleted from. No. 3; and the word, “only”

from No. 9 in the first resolve.)

WHEREAS, voluntary insurance, Medicaid, and
Medicare have made it possible for most medically
indigent patients to choose their private physician,

thus greatly reducing the number of patients the

staffs in hospitals with intern and resident train-

ing programs are required to serve, and
WHEREAS, this situation poses a hazard to

such programs and, if not controlled would inter-

fere with the training of the physicians of the

future, and

WHEREAS, hospitals are paid separately for

their costs incurred in providing services to Medi-
caid and Medicare eligible patients; therefore be it

RESOLVED, that this House of Delegates of the

Tennessee Medical Association recommend the

following guidelines for medical staffs in hospitals

with intern and resident training programs:

1. Physicians on the staffs of hospitals and/or

medical schools which have formal training

programs should cooperate in such training

programs, and participate in the training

program when requested to do so;

2. Any patient who is admitted to a hospital

by his physician should remain under the

care of that physician who will, in giving

the care, with the patient’s knowledge and

consent, cooperate as far as possible with
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the training program where such a program
exists;

3. All patients who are admitted to a hospital

and not referred by or requesting their pri-

vate physicians should be assigned on a ro-

tational basis to members of the medical

staff;

4. For patients admitted by their physicians to

teaching services in hospitals, fees should

be collected for services rendered by those

physicians of record as they are for their

other private patients;

5. Hospital medical staffs or organizations rep-

resenting the medical staff may bill for

physicians services rendered to patients on

behalf of and only with the authorization of

the attending physician rendering the care;

6. A hospital or medical school should not

participate in the fees collected for physi-

cians’ services;

7. Fees for physicians’ services collected by a

hospital medical staff or organization repre-

senting the medical staff should be distrib-

uted solely on the direction of the medical

staff without coercion of any kind and in

accordance with agreements previously

reached by the physicians comprising the

medical staff and the hospital or medical

school;

8. All members of the medical staff who ren-

der service to these patients and for whom
fees are collected by the medical staff or an

organization representing the staff shall

have equal voting rights in determining the

disbursement or distribution of the funds

collected;

9. Full-time salaried physicians may partici-

pate in funds for services rendered to those

patients in proportion to the percentage of

their total salary ascribed to actual care of

the patient;

10. Medical societies and hospital associations

should engage in a combined program of

education to insure a sufficient number of

patients for the medical training programs
of accredited hospitals;

11. If complaints of alleged coercion or of

excessive charges for the collection of fees

for medical services are received by local

medical societies from any of their mem-
bers, these societies should take appropriate

action; and

12. Medical staffs entering into agreements for

the collection of fees should seek appropri-

ate advice concerning the legal and tax im-

plications of such arrangements; and be it

further

RESOLVED, that a copy of this resolution be

sent to the Tennessee Hospital Association for its

information.

The Reference Committee recommended
adoption of Resolution No. 5-68 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 6-68

Regional Medical Programs

By: Committee on Regional

Medical Programs

WHEREAS, the 89th Congress enacted P.L. 89-

239, the Regional Medical Program for Heart Dis-

ease, Cancer and Stroke, and
WHEREAS, the intention and purposes of this

law is to afford the medical profession and the

medical institutions of the nation the opportunity

of making available to their patients the latest

advances in diagnosis and treatment of these dis-

eases, and
WHEREAS, the law specifically states that these

ends are to be accomplished without interfering

with the patterns or the methods of financing of

patient care or professional practice or with the

administration of hospitals, and in cooperation

with practicing physicians and other appropriate

representatives, and
WHEREAS, two Regional Medical Programs

have been established within the State of Tennes-
see in 1966 and 1967; one being the Mid-South
Regional Medical Program located in Nashville,

under the auspices of Vanderbilt University and
Meharry Medical College and the other being; the

Memphis Regional Medical Program, under the

auspices of the University of Tennessee Medical
School, and
WHEREAS, the Tennessee Medical Association

has adopted no official policy with respect to Re-
gional Medical Programs, and
WHEREAS, the Tennessee Medical Association,

its local medical societies, as well as, individual

members have been involved both directly and in-

directly in development of these regional medical

programs; now therefore be it

RESOLVED, that it be the policy of the Tennes-
see Medical Association that prior to the submis-

sion of project grant applications to a regional

medical program, evidence of approval of the pro-

ject from the local county medical society or its

designated committee for regional medical pro-

grams, should accompany the application, as well

as, evidence that the local county medical society

has been apprised of the fact that a project grant

application has been received by the regional

medical program, through a written communica-
tion with the county medical society president and
secretary, and be it further

RESOLVED, that the above should also apply to

project grant renewal requests when due, and be

it further

RESOLVED, that in those areas of the state

where Health and Hospital Planning Councils or

similar Councils exist, grant aplications affecting

that area should be forwarded by the Regional

Medical Program to the respective Council for

evaluation along with the request for written

comments and opinions of the Council or Commit-
tee which should then accompany the grant appli-

cation when presented to the Regional Medical
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Program Advisory Group for consideration, and

be it further

RESOLVED, that any evaluation method used

by a Regional Medical Program Advisory Group
to consider a project grant application and/or

grant renewal request should provide a mechan-
ism for the rejection of a grant or a method by

which members of the Advisory Group could reg-

ister a negative vote if the member felt either

were necessary, and be it further

RESOLVED, that grant application requests

and/or grant application renewal requests should

be submitted to members of Regional Medical

Program Advisory Groups no less than 30-days

prior to a meeting of the full Advisory Group in

which they are to be considered, and be it further

RESOLVED, that any recommendations adopted

by an Executive Committee of a Regional Medical

Program should be forwarded to members of the

Advisory Group at least 14- days prior to a full

meeting of the Advisory Group, if the recommen-
dations are to be considered or acted upon by the

group, and be it further

RESOLVED, that the headquarters office of the

Mid-South Regional Medical Program in Nash-

ville and the Memphis Regional Medical Program

be requested to supply the TMA headquarters of-

fice, as well as, the Chairman of the TMA Com-
mittee on Regional Medical Programs with all

pertinent information relative to the activities, de-

velopment and progress of Regional Medical Pro-

grams within this state.

The Reference Committee recommended
adoption of Resolution No. 6-68.

ACTION; ADOPTED

RESOLUTION NO. 7-68

Physician Representation on Hospital

Governing Boards

By: A. Roy Tyrer, Jr., M.D., Chairman
Committee on Hospitals

(An amendment recommended by the

Reference Committee is shown in black-

face type. An amendment from the floor

deleted the words “but in no instance shall

less than one fifth of the Board member-
ship be considered ample to assure proper

physician representation’^ in the third re-

solve and the words “on all policy determina-

tion matters” from the fourth resolve.)

WHEREAS, the objective of doctors of medicine

individually, and organized medicine generally, is

to render the best possible medical care to pa-

tients, and
WHEREAS, the objective of hospitals is to pro-

vide the finest possible facilities for the delivery

of this care, and
WHEREAS, to attain these objectives requires

the closest of cooperation and understanding be-

tween hospital medical staffs and hospital admin-
istrative officers, including the Hospital Governing
Boards, and
WHEREAS, opinion has been expressed by the

AMA that “physicians elected or appointed by the

medical staff to the Board of Trustees with full

voting rights is the most effective form of liaison

between the medical staff and hospital governing

authorities”; therefore be it

RESOLVED, that the TMA recommends that all

hospitals in Tennessee have doctors of medicine

represented on their Hospital Governing Boards;

and be it further

RESOLVED, that the majority of these doctors

of medicine should be elected or appointed by and
from the active medical staff of that hospital; and
be it further

RESOLVED, that the number of such doctors of

medicine appointed or elected shall be commen-
surate with the size of the Hospital Governing
Board; and be it further

RESOLVED, that the doctors of medicine serv-

ing on Hospital Governing Boards shall have full

voting privileges; and be it further

RESOLVED, that all doctors of medicine should

take immediate steps to accomplish this in the

hospitals on whose staffs they now serve; and be

it further

RESOLVED, that a copy of this resolution be

forwarded to the THA, the President and Chiefs

of Staff of all hospitals in Tennessee, all hospital

administrators in Tennessee, and the Chairman of

the Hospital Governing Boards of all hospitals in

Tennessee.

The Reference Committee recommended
adoption of Resolution No. 7-68 as amended
by the Committee.

ACTION: THE HOUSE ADOPTED RES-
OLUTION NO. 7-68 AS AMENDED BY
THE REFERENCE COMMITTEE AND AS
AMENDED BY A MOTION FROM THE
FLOOR.

RESOLUTION NO. 8-68

Physician Involvement in Governmental Affairs

By: Memphis-Shelby County Delegation

WHEREAS, the health of the citizens of

Tennessee is a matter of deep and abiding concern

to this State’s physicians, and
WHEREAS, legislation directly and indirectly

affecting the health of their patients is introduced

with increasing frequency in the Tennessee Gen-
eral Assembly, and
WHEREAS, a knowledge of such legislation is

essential to members of the medical profession if

they, as experts in the field of health, are to guide

and advise their legislators wisely, and
WHEREAS, physicians are first and foremost

citizens, with the obligations and rights of citizens

in a free Nation, and
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WHEREAS, physicians should have a dual obli-

gation to participate fully in political and govern-

mental affairs; therefore be it

RESOLVED, that the physicians of Tennessee

be urged to take an active part as advisors to the

Members of the Tennessee General Assembly in

matters affecting the health of the people of

Tennessee; and be it further

RESOLVED, that the physicians of Tennessee

involve themselves also in the political processes

that determine government, and that they seek

elective offices when this is feasible.

The Reference Committee recommended

that Resolution No. 8-68 be adopted.

ACTION: ADOPTED

RESOLUTION NO. 9-68

Refusal of Drug Manufacturers Fully to Disclose

Formulations to Physicians

By: Knoxville Academy of Medicine

For Robert P. Hornsby, M.D.

WHEREAS, existing patent laws and food, drug

and cosmetic regulations and practices, having

been promulgated prior to current medical knowl-

edge in allergy and immunology, neither recognize

as potentially harmful most non-toxic components

of foods, drugs and cosmetics, nor pei'mit to prac-

ticing physicians legal access to complete qualita-

tive formulations of these products, and

WHEREAS, the physician with many patients

and many drugs to prescribe, being mindful first

to do no harm, has usually been refused com-

plete information of this sort required for op-

timum care of his patients when requesting this

from drug producers; now therefore be it

RESOLVED, that the membership of the

Tennessee Medical Association be advised of the

refusal of drug manufacturers fully to disclose

formulations to physicians, of the importance of

qualitative formulation disclosure to physicians

treating inflammatory diseases, and of the urgency

of this matter in patients who have already given

evidence of molecular and sub-molecular hyper-

sensitivities; and be it further

RESOLVED, that the membership of the

Tennessee Medical Association be urged to corre-

spond individually with United States representa-

tives in the Congress, in order that groundwork

may be laid for full legal access by physicians to

qualitative drug analyses, as well as to analyses

of foods and cosmetics.

The Reference Committee recommended
that Resolution No. 9-68 not be adopted.

ACTION: RESOLUTION NO. 9-68 WAS
NOT ADOPTED.

RESOLUTION NO. 10-68

Student American Medical Association

By: B. G. Mitchell, M.D.

Shelby County

WHEREAS, the Student American Medical As-
sociation is constituted in most medical schools in

these United States, and
WHEREAS, the Student American Medical As-

sociation embraces the philosophies and principles

of the American Medical Association and organ-

ized medicine, and
WHEREAS, the Student American Medical As-

sociation serves as a liaison between medical stu-

dents, their constituents, local and state medical

societies, and practicing physicians, and
WHEREAS, the Student American Medical As-

sociation provides development of student physi-

cians into more active participation in medical af-

fairs; therefore be it

RESOLVED, that the House of Delegates of the

Tennessee Medical Association heartily endorses

the Student American Medical Association; and be
it further

RESOLVED, that the Board of Trustees of the

Tennessee Medical Association render financial

assistance, guidance, and stimulation from the

Tennessee Medical Association and the county

medical societies of the state, to the Student
American Medical Association as these needs de-

velop; and be it further

RESOLVED, that the Tennessee Medical Asso-

ciation offer its assistance in establishing active

chapters of the Student American Medical Asso-

ciation in the three (3) medical schools in Tennes-
see; and be it further

RESOLVED, that the officers of the chapters of

the Student American Medical Association in

Tennessee be invited to attend future meetings of

the House of Delegates of the Tennessee Medical

Association.

The Reference Committee recommended
adoption of Resolution No. 10-68 and rec-

ommended that in the last resolve that the

Board of Trustees should make the decision

as to how many officers should be invited

and how much of their expenses should be

paid by the Tennessee Medical Association.

ACTION: THE HOUSE ADOPTED RES-
OLUTION NO. 10-68 AND APPROVED
THE RECOMMENDATION OF THE REF-
ERENCE COMMITTEE.

RESOLUTION NO. 11-68

Payment of Medicare Benefits

By: A. Roy Tyrer, Jr., M.D.

WHEREAS, many physicians customarily and in

accordance with good business principles permit
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patients to transfer insurance benefits in payment
for professional services, and
WHEREAS, this is a payment mechanism tradi-

tionally used by many patients and physicians,

and
WHEREAS, the present Medicare Law denies

patients the free transfer of insurance benefits as

are available under other types of medical pre-

payments; therefore be it

RESOLVED, that the American Medical Asso-

ciation be urged to exercise diligent effort through

all available means to effect a correction of this

inequity in the Medicare Law.
A Substitute Resolution No. 11-68 was pre-

sented to the Reference Committee by Dr. Tyrer

and the Reference Committee recommended adop-

tion of the substitute resolution.

SUBSTITUTE RESOLUTION NO. 11-68

WHEREAS, many physicians customarily and in

accordance with good business principles permit

patients to authorize direct payment of insurance

benefits for professional services; and
WHEREAS, this is a payment mechanism tradi-

tionally used by many patients and physicians,

and

WHEREAS, the present Medicare Law denies

patients the freedom of authorizing direct pay-

ment of insurance benefits in the same manner as

is available under other types of medical pre-pay-

ment plans; therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation opposes this restriction in the Medicare

Law; and be it further

RESOLVED, that a resolution be introduced to

the AMA House of Delegates urging all reasonable

effort to correct this inequity in the Medicare
Law.

ACTION: THE HOUSE ADOPTED SUB-
STITUTE RESOLUTION NO. 11-68.

RESOLUTION NO. 12-68

Hospital Emergency Room Staffing

By: A. Roy Tyrer, Jr., M.D.

(Amendments recommended hy the Refer-

ence Committee are shown in hlack-face

type.)

WHEREAS, the operation of a hospital emer-
gency room is clearly the responsibility of the

medical staff, and

WHEREAS, many hospitals are finding it neces-

sary to hire physicians in order to provide adequ-
ate emergency room coverage; therefore be it

RESOLVED, that individual hospital medical

staffs be urged to establish plans for physician

coverage of emergency room facilities including

the hiring of physicians if necessary; and be it

further

RESOLVED, that a charge for professional

service be rendered by the individual physician

for such emergency room care; and be it further

RESOLVED, that the collection and disburse-

ment of such funds shall be vested in and solely

the responsibility of the medical staff of the indi-

vidual hospital.

The Reference Committee recommended
adoption of Resolution No. 12-68 as

amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 13-68

Authorization to Proceed with Planning for an

Addition to the TMA Headquarters Building at

Such Time That It Is Determined To Be Necessary

By: Francis H. Cole, M.D., Chairman
Board of Trustees

WHEREAS, the TMA Headquarters Building in

Nashville is now being used to its capacity, and
WHEREAS, the programs, activities and busi-

ness of this Association have expanded to such an

extent that additional office and meeting facilities

are needed, and
WHEREAS, in 1967, the property adjacent to

the present headquarters building in Nashville be-

came available and the Board of Trustees, recog-

nizing that the additional property would be

needed to expand the present TMA building, thus

making the additional property a valuable asset

for the Association, the Board approved the pur-

chase of the property for use in future expansion;

now therefore be it

RESOLVED, that the Board of Trustees be au-

thorized by the House of Delegates to proceed

with plans to expand the headquarters building at

such time that the Board finds it is necessary in

administering the affairs of the Association, pro-

vided it is fiscally feasible.

The Reference Committee recommended
adoption of Resolution No. 13-68.

ACTION: ADOPTED

RESOLUTION NO. 14-68

Proficiency Testing Program for Medical

Laboratories in the State of Tennessee

By: Committee on Blood Banks
AND Medical Laboratories

WHEREAS, the Medical Laboratory Act of May
1967, stipulates that Medical Laboratories in this

state be required to participate in proficiency test-

ing programs, and

WHEREAS, the administration of the Profi-

ciency Testing Program is a responsibility of the

Tennessee Department of Public Health, and

WHEREAS, the Tennessee Department of

Public Health does not have facilities, personnel
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or funds to implement a Proficiency Testing Pro-

gram at the present time, and
WHEREAS, the College of American Patholo-

gists has, in our opinion, the best available, eco-

nomical, and satisfactorily operating Proficiency

Testing Program, and
WHEREAS, the final evaluation and interpreta-

tion will rest with the Tennessee Department of

Public Health; therefore be it

RESOLVED, that the House of Delegates of the

Tennessee Medical Association recommend that

the Tennessee Department of Public Health uti-

lize, for the present time, the Proficiency Testing

Program offered by the College of American
Pathologists.

The Reference Committee recommended
adoption of Resolution No. 14-68.

ACTION: THE HOUSE REJECTED THE
RECOMMENDATION OF THE REFER-
ENCE COMMITTEE AND ADOPTED A
MOTION FROM THE FLOOR THAT RES-
OLUTION NO. 14-68 BE TABLED.

REPORTS OF OFFICERS

Report of the President

K. M. Kressenberg, M.D.

“As the end of my year as your president has

approached, strong and mixed feelings have
crowded themselves into my consciousness.

Despair and discouragement came first, along with

the realization that many of the goals I set one

year ago have not been achieved. Frustration set

in because of my lack of ability to infuse in every-

one the enthusiasm and hopes I have for our sys-

tem of medical practice. Anger slipped in di-

rected at those bureaucrats who seemed dedicated

to sending us and the rest of the country down the

drain. Even fright appeared because I knew I

must give this account of my inadequate steward-

ship to you! Then blessed relief entered the pic-

ture when I realized that soon I would be able to

hand over the title of president, with its attendant

responsibilities and privileges, to another stand-

ard-bearer.

“It has been a long road this past year, full of

hills and bumps, and as Shakespeare put it so well

‘rainy marching in the painful fields.’ However I

feel strengthened and ennobled to have had the

opportunity to travel this road shoulder to shoul-

der with a group of fine, dedicated, outstanding

physicians and citizens. The efforts of any one

man are insignificant in the company of an army
such as this.”

The President’s report contained an ac-

count of his personal experiences along

with a presentation of the challenges ahead

and an outlook for the future. He traveled

approximately 17,000 airline miles and

15,000 automobile miles and most of these

were in connection with his duties as Presi-

dent of TMA and as a member of the

AMA’s Speakers Bureau; attended numer-
ous meetings and conferences, both state

and national, dealing with almost every

facet of the practice of medicine and its re-

lationship to the government and to related

fields of health care; became a member of

the Organization of State Medical Associa-

tion Presidents, composed of the president-

elects, presidents, and immediate past-presi-

dents of all state medical associations, and
this year is serving as Chairman of this ex-

clusive important organization. He stated

that the primary purpose of this organiza-

tion is to provide these officers the oppor-

tunity for a free exchange of ideas and
frank discussion of problems associated

with the various state medical associations.

Dr. Kressenberg commented on Medicare,

stating that “it is now a fact of life, an un-

pleasant fact, but a fact nevertheless,” and

called attention to the success of organized

medicine in having some important amend-
ments made to this law in the last ses-

sion of Congress, and the defeat of other

amendments which were considered unde-

sirable. He discussed the Title XIX Bill,

passed in the Tennessee General Assembly
in 1968, which at present provides only for a

minimum program of health care services

to the categorically needy in the State of

Tennessee, however the President predicted

that in the very near future the medically

indigent will also be included and the pro-

gram will be broadened.

“The position of our Association is, and has

been, that Title XIX should be implemented in

such a manner that the people of our state who
are unable to pay for medical care for themselves

can be furnished this through a state program of

medical assistance which will be financed through
general tax revenues on the state and federal

level, and which will be administered on the state

level. We feel, and have felt all along, that this

approach offers the most logical solution to the

problem of medical indigency and that there is

really no reason to separate people into age cate-

gories and to finance and administer their medi-

cal care in different manners depending upon
which age groups they fall into. It is my fervent

hope that in the future the conglomeration of

plans for medical services which we now have,

will be consolidated into one logical, sensible,

workable plan in which the medical profession has

a full working partnership and a strong influ-

ence.”
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The Department of Public Health was
named the state agency for Comprehensive
Health Planning in Tennessee and the

Tennessee Medical Association has been in-

volved in this area from its inception. Dr.

Kressenberg and seven other members of

TMA, were named to the Comprehensive

Health Planning Council by the Governor,

and meetings have been held to determine

what the work of this Council is and how it

should be done. It is the President’s opin-

ion that this will be a very important devel-

opment in the future for the planning of

health care services and that the full impact

of this legislation will not be felt for several

years.

Dr. Kressenberg discussed the time con-

suming problem of the Association in com-

municating with its individual members,
pointing out that TMA has a dedicated,

hardworking staff but that it is impossible

for the officers and the staff to communicate
with the membership unless the member-
ship is willing to receive the communica-
tion. He urged that every TMA member
take a little time out of his busy schedule

every day to read every thing that comes
across his desk from the Tennessee Medical

Association or the American Medical Asso-

ciation.

“THE CHALLENGE AND THE OVERVIEW—
The problem of providing comprehensive high

quality medical services to all the people of this

great land is one which we must face both indi-

vidually and collectively. In one of the Presi-

dent’s Pages I wrote this year for our State Jour-

nal, I stated that we could no longer afford the

luxury of complacency and that the time was now
upon us that we must look at ourselves squarely

and openly and examine our methods of practice

and our ethics and morals. Several members of

this Association have stated to me that they felt

that they were not competent to judge the work of

their fellow practitioners and that they did not

feel that they should be called upon to do this. I

feel that in all fairness to you, I must warn you

that if each of us does not take it upon himself to

examine his own practice and the practice of

those around him with a critical eye, and to try

and improve his own standards and the standards

of those around him, then we must be prepared

for the people who pay the bills to take this criti-

cal look for us.

“Our hope for the future lies in physicians tak-

ing their responsibilities more seriously and mak-
ing an all-out effort to see that high quality

health services are provided to all who present

themselves for service, at a reasonable cost, and in

a manner acceptable both to the physician and to

the patient. The challenge to organized medicine

is to develop ways of motivating its physician

members to undertake this crusade and to develop

ways of dealing with those few physicians who
are overutilizing the hospitals and overutilizing

and overcharging Medicare, which in the long run
can lead only to increased investigation and
stronger controls by those who pay the bills.

“With these last few paragraphs you may have

reached the assumption that I think the road

ahead is hillier and bumpier than the one behind

us, and perhaps you think the picture I have

painted is too black. I hope you are right in this

assumption, but I feel I must speak to you hon-

estly. Unless the apathy of the general member-
ship of this Association and the American Medical

Association is overcome; unless a great majority

of the members of these organizations put their

individual interests aside and join in a common
fight to advance the cause of the private practice

of medicine, which we all know and love, those

who follow us will not be privileged to serve as

we are privileged to serve.

“Finally, may I offer to you my most sincere

and humble thanks, not alone for allowing me to

serve as your president during this year, but for

the cooperation and help which has been given to

me by every member of this House of Delegates.

We have a truly outstanding State Medical Asso-

ciation and it is the strength, enthusiasm, and

vigor of all its members which makes it so. This

is why my final vision was one of faith and hope:

faith in the dedication and integrity of those for-

tunate men who travel with me the way of life

which medicine is, and hope that those who follow

us will be allowed to travel this same road and

derive from it the same sense of fulfillment and

purpose that we feel from our profession.”

THE REFERENCE COMMITTEE on Reports of Officers, Perry

M. Huggin, M.D., Chairman, commented on the report: "A

report of a hard working physician is outlined in the Presi-

dent's report to you on his activities of the Tennessee Medi-

cal Association. He fulfilled this office with a great deal of

composure, diligence and responsibility to duty. He gives

an excellent account of his stewardship in his report and

recognizes the many problems that are associated with or-

ganized medicine at this time and has dealt with them in

a most efficient manner. He has helped raise the high

standards of the Tennessee Medical Association to even

higher standards than we have previously attained."

THE HOUSE accepted the report.

Report of the Secretary

Jas. N. Thomasson, M.D.

As a member of the Board of Trustees,

the Secretary met with the Board in its reg-

ular sessions and participated in the deter-

minations and policy decisions of the Board.

He commended the members of the Board

for their diligence and sincerity in guiding

the destiny of the Association.

In addition, he represented the Tennessee
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Medical Association as an official when re-

quired, in liaison with other organizations.

Since the duties of the TMA Secretary

are mainly administered by the Executive

Director and the headquarters staff, other

than the signing of official documents, a de-

tailed report of his activities was not pre-

sented. In his report, the Secretary con-

mented: “I continue to be amazed at the in-

creased activities of our Association since I

first became associated with organized med-

icine and the committee activities of the

TMA.”
THE REFERENCE COMMITTEE on Reports of Officers, Perry

M. Huggin, M.D., Chairman, commented: "The Secretary's

report was given in brief detail outlining some of the re-

sponsibilities of his office and how they were fulfilled."

THE HOUSE accepted the report.

Report of the Board of Trustees

Francis H. Cole, M.D.

Chairman

The Board of Trustees held four regular

meetings in April, July, October, 1967 and

in January, 1968. One special meeting was
held in October and on numerous occasions,

important issues requiring immediate deci-

sions were handled by telephone or letter.

Minutes of the meetings were abstracted

and published in the Journal in the earliest

issue available following the meeting. The
report of the Chairman outlined actions and

decisions of the Board during the year;

—Appointed the personnel of all standing and
special committees and closely observed the activ-

ities of each committee . . . appointed members of

the Board of Directors of IMPACT, recommended
appointments to the Board of Director's of TMA’s
Student Education Fund; and selected delegates

from the three grand divisions of the State to

compose the 1968 Nominating Committee.

—Medicare, Medicaid, Regional Medical Programs
and Comprehensive Health Planning were issues

discussed in many of the long and exacting ses-

sions of the Board. The committees responsible

for supervision of the implementation of these

programs (Committee on Governmental Medical

Services and the Committee on Regional Medical

Programs), worked closely with the Boai’d and in

many instances sought advice or directives.

—Recommended eight physicians for considera-

tion of appointment to the State Comprehensive
Health Planning Council and nine for considera-

tion of appointment to the Technical Advisory

Committee. The physicians submitted repre-

sented the three grand divisions of the state and
were selected for their knowledge with respect to

medical legislation and governmental medical

service programs. Eight doctors were appointed

to the 3 7-man Health Planning Council, five of

whom were recommended by the TMA.
—Maintained close contact with the Legislative

Committee and approved funds for the employ-

ment of additional legal assistance in view of the

expected legislation affecting the practice of med-
icine.

—Approved a request from the President of the

Pharaceutical Manufacturers Association for TMA
to submit a statement to the Monopoly Subcom-
mittee of the Senate Small Business Committee

enbodying the substance of Resolution No. 14-67,

adopted by TMA, opposing compulsory prescrib-

ing of drugs by generic names.

—Considered and approved contents of a letter to

the Commissioner of Internal Revenue, Washing-

ton, D.C., setting forth objections of the TMA to

proposed regulations which would impose tax on

unrelated business income of tax-exempt organi-

zations.

—Directed the Committee on Health Insurance to

study the financing of health care under Title

XIX, and also to determine whether prepaid in-

surance plans are possible for the income group

immediately above the welfare group.

—Approved a recommendation of the Chairman of

the Group Insurance Committee for TMA to spon-

sor for its members extended coverage over the

present liability malpractice plan.

—Referred Resolution No. 40, adopted by AMA,
establishing guidelines in dealing with hospital in-

tern and resident training programs and methods

of payment for patient care, to the TMA Commit-
tee on Hospitals for consideration and requested

that a report be made to the House of Delegates.

—Requested the Rural Health Committee to dis-

cuss with the Tennessee Farm Bureau and the

University of Tennessee Extension Service the

matter of contributing funds for the jointly spon-

sored, but TMA financed. Rural Health Confer-

ence held each year.

—Requested, by letter to the Chairman of the

Council, that the Council study and take appropri-

ate action on the problem of quackery in the state.

—Followed the proceedings of a lawsuit brought

in Henry County by an osteopath against the

Trustees of Henry County Hospital, alleging that

he was illegally denied admission to the hospital

staff.

—Constantly evaluated the financial status of the

Association. . . . Considered quarterly financial

statements, as well as the yearly audit. . . .

Carefully considered and approved the budget for

the operation of the Association.

—Approved a request that a member of the TMA
staff be assigned the responsibility of performing

the administrative functions of IMPACT and allo-

cated $3,000 for a more effective educational pro-

gram over the state.

—Approved the purchase of the property adjacent

to the present headquarters building and appro-

priated funds to have the building on the property

demolished in order to have additional parking

space until such time that building expansion is

fiscally feasible.
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—To improve communications between the State

and County Medical Societies, TMA officers and

members of the Board visited with the societies

during the year.

—Considered TMA nominees for appointment to

AMA Councils and Committees. Dr. G. Baker

Hubbard of Jackson was nominated by the Board

of Trustees and appointed to the newly estab-

lished Committee on Planning and Development of

AMA.
In concluding his report the Chairman

extended appreciation to the members of

the TMA Committees for their astute in-

sight and willing contribution of hours of

study and deliberation; and to the Officers

and Trustees for the dedicated manner in

which they discharged their obligation and

met their responsibility as members of the

Board of Trustees. He also paid tribute to

the work of the TMA staff in carrying out

the assignments important to the progress

of the Association.

THE REFERENCE COMMITTEE on Reports of Officers, Perry

M. Huggin, M.D., Chairman, commented on the report: "The

Chairman gave a detailed report of the activities of the

Board of Trustees during this past year. The Board has been

extremely active dealing with many problems of the As-

sociation. He gives a report of the activities of the Board

of Trustees in dealing with certain governmental agencies

and their operations in our organization. Committees were

formed and the Board of Trustees also took cognizance of

the fact that the Comprehensive Planning Act will require

a great deal of cooperation between the agencies and the

practicing physicians of this state. The Board took a very

active part in the legislative activities and were very in-

fluential in having legislation passed in our state legislature

which will help to improve the medical care within our

state."

THE HOUSE accepted the report.

Report of the Treasurer

Robert L. Chalfant, M.D.

Control of present financial resources as

well as anticipation of future needs is the

responsibility of the Board of Trustees. It

is the responsibility of the Trustees to meas-
ure as accurately as possible the immediate,

as well as the long-range financial needs of

the Association. The Association operates

its fiscal affairs on a budget method, the

budget being annually approved in the Oc-

tober meeting of the Board, and becomes ef-

fective on the first day of the following cal-

endar year.

The Treasurer reported that the budget

for 1967 was exceeded due to the purchase

of additional property adjacent to the pres-

ent headquarters building. The purchase

of this property will be adequate for future

expansion and is also a very valuable capi-

tal investment. He also pointed out that

with inflation, a continuing increase in the

cost of operations, additional staff salaries

and expanded activities, it is necessary to

increase the budget each year. The budget

for the current fiscal year 1968, is

$223,440.00. Anticipated income from all

sources is $220,840.00.

The customary examination of the Asso-

ciation’s accounts as of December 31, 1967

TENNESSEE MEDICAL ASSOCIATION
Nashville, Tennessee

OPERATING STATEMENT

Year Ended December 31, 1967

(Consolidated Financial Statement

—

January 1-December 31, 1967)

INCOME

Exhibits and Annual
1967 1966

Meeting $ 9,409.00 $ 9,505.00

TMA Dues 162,215.00 115,565.00

Journal Advertising 41,774.99 30,918.93

Investment Income
Miscellaneous and Other

10,152.17 10,525.12

Income 4,824.44 3,821.11

TOTAL $228,375.60 $170,335.16

DISBURSEMENTS

1967 1966

Administrative

AMA Delegates and
$ 9,552.46 $ 8,938.02

Hospitality 4,836.89 3,717.42

Annual Meeting 14,492.92 12,167.72

Attorney and Auditing

Board of Trustees

—

6,434.00 5,390.00

Committees—Council 7,290.55 10,294.88

Headquarters Building 4,752.43 1,781.17

IMPACT 3,000.00 1,000.00

Journal TMA 43,831.34 42,507.57

Legislative Expense 11,521.15 4,545.55

Public Service

Staff Salaries &
3,261.23 4,015.22

Employee Insurance 69,418.33 59,141.11

Taxes 2,019.69 2,395.35

Staff Travel 5,591.86 5,843.66

Student Education Fund — 17,000.00

Purchase of Property 45,365.49 —
Building Fund
Miscellaneous and Other

5,000.00 —

Expenses 5,994.52 4,547.64

TOTAL $242,362.86 $183,285.31

Excess of Expenditures

over Income ( 13,987.26)
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TENNESSEE MEDICAL ASSOCIATION

BALANCE SHEET

December 31, 1967

ASSETS
Operating Fund
Reserves : ( Savings,

Investments, Bonds)

Student Education

Fund—Cash
Notes Receivable

Memorial Trust Fund
Building Fund
Property Fund (Fixed

Assets) (Land, Building,

Equipment—Less

Depreciation) 114,978.65 70,871.65

LIABILITIES
Accrued Payroll Taxes $ 1,233.35 $ 1,536.35

Accounts Payable 228.32

THE REFERENCE COMMITTEE on Reports of Officers, Perry

M. Huggin, M.D., Chairman, recommended the acceptance

of the report as submitted.

THE HOUSE accepted the report.

December 31

1967

$ 60,739.49

1966

$ 70,283.47

220,938.63 225,456.53

15,895.24

37,650.00

1,622.13

5,000.00

21,606.18

31,200.00

1,539.48

was made by Jones and Ferguson, certified

public accountants of Nashville. The fol-

lowing is a consolidated financial operating

statement for 1967, and a balance sheet of

the financial status of the Association. The
Board of Trustees, with the advice of the

finance committee, strives diligently to

maintain an adequate reserve as it is consid-

ered good business to have at least one

year’s budget as a reserve fund.

Report of the Council

J. J. Range, M.D., Chairman

Following the meeting of the House of

Delegates in April, 1967, an organizational

meeting of the Council was held, at which
time the Chairman was named and Dr. B.

G. Mitchell was named Secretary. The
newly elected councilors were advised on

matters under consideration by the Council

at the present time.

A second meeting of the Council was held

in Nashville on December 3rd for the pur-

pose of giving the Councilors an opportun-

ity to report and discuss any problems ex-

isting within their respective districts.

Matters discussed included:

—Heard a report from the Councilor of the Fifth

District relative to a dispute in Lincoln County
between physicians and a hospital relating to Title

XVIII, Part B, participation in certification of

Medicare patients. This is a problem that deals

with certification and recertification of Medicare

patients for hospitalization. No unethical conduct

was found in this dispute and it appeared that the

physicians were acting within their rights without

violation of ethics. It was determined that the

Council and TMA’s Officers should assist in every

possible way to get the dissident groups together

to settle the problem.

—Considered a matter and questioned the ethics

involving the procedures of vasectomy. It was
found that this was a legal matter primarily and
not one involving ethics.

—Discussed a matter presented to the Council by
the Tennessee Department of Mental Health, deal-

ing with Medicare reimbursement in mental hos-

pitals for the payment of physicians and consult-

ants employed in these facilities. The guidelines

adopted by the AMA on this matter were submit-

ted to the Commissioner of Mental Health.

The Council replied to numerous inquir-

ies during the year dealing with such items

as the size of signs on doctors’ offices and lo-

cations; payment of physicians for their

services in time spent serving on utilization

review committees; ethical standards and

listings in telephone directories; and other

matters such as mandatory attendance at

county medical society meetings.

The Chairman reported that in 1967-68,

the problems presented to the Council were
more routine than serious. It was felt that

the “separate billing” matter is progressing

normally and although there are several sit-

uations which have not yet been finalized,

the majority of the physicians practicing ra-

diology have complied with separate billing

requirements. There has been less compli-

ance, however, by pathologists and with the

handling of EKGs. These two specialties

have problems which are of a differ-

ent nature and it is the hope of the Council

that within a short period of time these

problems will be cleared up satisfactorily.

The report concluded with the Council

urging each delegate to remind the officers

and members of their respective societies

relative to Chapter IV, Section 2 of the

TMA By-Laws, which contains the require-

ment that each Society file a report at the

end of the year with the Councilor of the

District.

THE REFERENCE COMMITTEE on Reports of Officers, Perry

M. Huggin, M.D., Chairman, commented: "It is this Com-

mittee's opinion that the Council has dealt with the matters

put before it in an ethical and straightforward manner and

it is recommended that this report be accepted by the House

of Delegates."

THE HOUSE accepted the report.
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Report of the Executive Director

J. E. Ballentine

The purpose of the report of the Execu-

tive Director is to give the House of Dele-

gates and the membership an up-to-date rec-

ord of the activities and accomplishments

of the Association for the past year. This

report presents a review of the major activ-

ities in which the Association has been en-

gaged.

The business of the Tennessee Medical

Association and its headquarters staff con-

tinues to be one of expanded services, de-

velopment and administration. The report

stated that it was the goal of the Executive

Director to see that each action receives its

proper measure of attention and to effec-

tively and intelligently expedite the activi-

ties and objectives of the Association.

The report revealed that the Tennessee

Medical Association pursues a multitude of

activities with a budget of $223,440—em-
ploys nine full-time staff members—and in-

cludes some 3,300 physicians on its member-
ship roster. TMA’s activities cover projects

in the field of public service, economics and

insurance, related hospital problems, corpo-

rate practice, legislation, ethics, nursing,

governmental health care programs, both

on the national and state level, and many
other activities. The Executive Director

and staff are responsible for developing

practical ideas for furthering the objectives

of the Association and to provide a contin-

uing fiow of information to members and to

county medical societies. Included with the

report was an outline of staff assignments

and responsibilities.

Other administration includes conducting

an annual audit, departmental and individ-

ual staff supervision, purchasing, personnel

recruitment, maintenance of the headquar-

ters. Other activities of the Association and

staff include problems involved with selec-

tive service, need for physician services,

acute legislative problems, legal matters,

cult problems. Medicare and Medicaid,

membership records and others.

The report related the importance of com-

munications with physicians of the state

and attention was directed to the new news-

letter “The TMA Transmitter” which serves

as a “hot line” to the membership on essen-

tial matters.

Also, the report reviewed the important

field service activities of the Association

during the past year, particularly visits

made by members of the Board of Trustees

and officers to county societies for the pur-

pose of creating better liaison between the

TMA and its component societies; to ac-

quaint the society members and officers

with the operation of TMA and with the

services and projects available.

The membership report showed a total of

3,240 members as of January 1, 1968, which
included a net gain of 121 over the previous

year.

The report of the Executive Director was
divided into the following major classifica-

tions of activities for review: Administra-

tion and action; implementing; communica-
tions; financial management; visitations

program; Journal; major activities; mem-
bership report and personnel.

The report concluded with an expression

of gratitude to the Board of Trustees and of-

ficers, the councilors, committee chairmen,

and physicians throughout the state for

their assistance, advice and leadership.

THE REFERENCE COMMITTEE on Reports of Officers, Perry

M. Huggin, M.D., Chairman, commented: "The report gives

an excellent account of the activities of the Tennessee Medi-

cal Association as to the efficient manner in which this office

is being conducted. Mr. Ballentine is operating this office

as he would a business of his own, keeping up the high

standards that we have always had with the Tennessee

Medical Association."

THE HOUSE accepted the report.

REPORTS OF STANDING COMMITTEES

Report of Committee on Scientific Work

Addison B. Scoville, Jr., M.D., Chairman

The Committee on Scientific Work met on

August 5th for the purpose of developing

the TMA general scientific program for the

1968 meeting. The Committee unanimously
approved the expediency of the medical

specialty societies meeting concurrently

with the TMA and reviewed the manner in

which the specialty societies are selected to

receive the six annual stipends offered by
the Tennessee Medical Association. The
Committee arranged for the two general

programs presented on April 19 and 20, and
attempted to develop programs that would
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be of keen interest to physicians, combining

scientific education and socio-economic in-

formation.

A joint meeting of the Committee with

Officers of the Specialty Societies was held

on August 6th to formulate the scientific

programs for the meeting.

The Committee reported a close working

relationship with the specialty societies,

which is most important in view of the is-

sues facing medicine today; and emphasized

the fact that the Committee and the mem-
bership were relying upon the specialty

groups to present the scientific aspect of the

meeting. The specialty societies were

urged to make their scientific programs

available to all TMA members.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented; "The

Committee on Scientific Work is commended for working

closely with the specialty groups in planning the annual

meeting. The avoidance of overlapping and conflicting meet-

ing times between the general sessions and the specialty

meetings is most desirable and has been effectively accom-

plished. Likewise, the inclusion of paramedical and socio-

economic subjects in the overall program is considered es-

sential and commendable. Again this year, the Committee

has discharged its obligation admirably."

THE HOUSE accepted the report.

Report of the Editor

R. H. Kampmeier, M.D.

“Volume 60 of the Journal (1967) has

continued the interleafing of advertising

with the scientific and news material as was
described in last year’s report. This has be-

come customary for all state journals whose
advertising is derived through the Journal

Advertising Bureau. Support by advertis-

ing has continued at a satisfactory level.

The total number of pages for 1967 was

1393, slightly more than the 1318 for 1966.

The ratio of advertising pages to those of

text has remained at about 60% and 40%
respectively.

As always I must remind you that the

President’s Page, the yellow pages and the

editorial pages offer one of the means by
which the officers of the Association and its

staff may keep the membership informed of

matters of importance to ‘organized medi-

cine.’

Finally, I wish to acknowledge the contri-

butions of Dr. Addison B. Scoville, Jr., as

Associate Editor.”

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, A. Roy Tyrer, Jr., M.D., commented: "The services

which Dr. 'Rudy' Kampmeier has given TMA through his

many years as Editor of the JOURNAL is overwhelming.

Added to this is a wealth of leadership provided to TMA
along many other avenues. We are fortunate and grateful

in this regard. If time is not available to peruse the entire

JOURNAL, may we urge you to follow Dr. Kampmeier's

suggestion and review the President's Page, the Editorial

Page, and the summarization of important information in-

cluded in the color-coated yellow pages. Another important

feature of the JOURNAL is that portion entitled 'Viewing

Box' which relates to other states' activities regarding prob-

lems similar to ours. Our thanks to you Dr. Kampmeier,

Dr. Scoville, the Associate Editor, and the many other con-

tributors."

THE HOUSE accepted the report.

Report of Committee on Hospitals

A. Roy Tyrer, Jr., M.D., Chairman

The prime objective of the Hospital Com-
mittee during the year was constant and

continually improved liaison with the

Tennessee Hospital Association. To accom-

plish this, representatives of the Hospital

Committee met quarterly with the Officers

of the Tennessee Hospital Association for

the second year. The Committee reported a

close working relationship between TMA
and THA providing an opportunity in these

meetings to discuss matters of mutual inter-

est and to seek solutions to problems of mu-
tual concern. Subjects of discussion in the

meetings included:

—Mounting hospital costs—In Tennessee during

the past two years, hospital costs have increased

approximately 30%, which compares to a national

average increase of 35%. Looking further into the

economics of hospital care, approximately 5% of

patients’ bills are uncollectable and about 7% of

the patients treated are indigent, leaving 88% as

private, paying patients. Of the latter group, 30%
are Medicare patients in which the government
reimburses the hospital on a cost plus 2% basis.

This then in effect leaves the remaining 58% of

private paying patients to make up the 12% deficit

established by the indigent patients, and uncol-

lectable accounts. “Certainly, this does not seem
equitable or desirable”.

—Fiscal intermediaries for payment of services

under Title XIX—The THA has taken virtually

the same stand as TMA in this regard, namely
that they wish to deal with only one fiscal inter-

mediary. Their choice in this regard from the

standpoint of reimbursement of hospital costs is

the Tennessee Hospital Service Association who is

their reimbursing intermediary for Part A of Title

XVIII, whereas TMA’s choice with respect to the

payment of physicians’ services is that it be the

same carrier whom physicians deal with under
Part B of Title XVIII, The Equitable Life Assur-

ance Society of the U.S. “This ultimate determi-
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nation will rest with the Governor and his admin-

istrative executives”.

—Nursing Personnel—Tennessee has approxi-

mately 205 working nui'ses per 100,000 population,

in contrast to a national average of 315 working

nurses per 100,000 population. A transition is

taking place in nursing education, both nationally

as well as in Tennessee, from diploma schools of

nursing to associate degree schools of nursing.

This is a transition approved by both TMA and

THA, as well as the AMA, providing it occurs

gradually without an increase in the already ex-

isting shortage of nurses, since in effect it ulti-

mately will lead to more degree nurses who are

desperately needed in the training program.

A report from the Board of Trustees of

the AMA, presented last November at the

Clinical Session in Houston, Texas, and

adopted by the House of Delegates, empha-

sizes that physicians elected or appointed

by the medical staff to the hospital board of

trustees, with full voting rights, is the

“most effective form of liaison between the

medical staff and hospital governing author-

ities.” Resolution No. 7 on this subject was

developed by the Committee on Hospitals

for consideration by the House of Delegates.

The Committee considered a resolution

adopted by the AMA at its Clinical Session

in Houston last November, entitled “Guide-

lines for Medical Staffs in Hospitals with

Intern and Resident Training Programs.”

The resolution, with minor modifications,

was presented as Resolution No. 5 for consi-

deration as the policy of the Tennessee

Medical Association.

The TMA and THA worked cooperatively

in maintaining and staffing a First Aid Sta-

tion in the State Capitol during the time of

the Tennessee General Assembly. This was
a strong public relations force and the grati-

tude of the legislators was demonstrated by

public statements, as well as a Joint Resolu-

tion formally adopted by both branches of

the Legislature while in official session.

The Chairman expressed appreciation to

each member of the Hospital Committee

and particularly those members who served

on the Liaison Subcommittee with THA.

THE REFERENCE COMMITTEE on Reports of Standing Com-
mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented: "The

Committee's efforts to maintain close liaison with the Ten-

nessee Hospital Association are laudatory and should be

continued. The Reference Committee wishes to reemphasize

the need for the continued support of diploma schools of

nursing while the transition toward associate degree schools

is taking place, avoiding at all costs any escalation of the

nursing shortage, and at the same time lending continued

support to the training of licensed practical nurses and
nursing technicians. Also exceedingly important is the mat-

ter of closer involvement of physicians with hospital ad-

ministration, as is emphasized by the Committee's report on

Hospital Governing Boards and physician representation on

these Boards."

THE HOUSE accepted the report.

Report of the Liaison Committee to the

Public Health Department

Wm. a. Hensley, M.D., Chairman

The report outlined several actions of the

Public Health Council of interest to mem-
bers of TMA which included:

1. The Communicable Disease Regulations
were amended to include changing the reporting

of measles from group reporting of cases to indi-

vidual case reporting, and inclusion of mumps
among the diseases to be reported by numbers of

cases.

2. That in the Family Planning and Prenatal

Clinics honoraria for services in this clinic at the

local Health Department be in accordance with
the resolution made at the November 17, 1966

meeting of the Public Health Council, payment for

such services to be made by the local Health De-
partment provided: (a) that the physician con-

ducting the Clinic furnish to Maternal and Child

Health Service, State Department of Public

Health, such statistical data as may be needed to

justify the expenditure to auditors of the contrib-

uting agencies, and (b) that the reimbursement by
the State be in accordance with the availability of

funds for this service but in no instances less than

$12.00 per hour.

3. That the regulations pertaining to the deter-

mination of financial eligibility for service for the

recipients of Crippled Children’s Services be ap-

proved. (This followed in wake of passage by the

General Assembly of a bill eliminating a court

commitment by the County Judge for recipients of

Crippled Children’s Service assistance and placed

the responsibility of financial eligibility under the

Department of Public Health.)

A report from the Commissioner of

Public Health revealed: (a) that there are

now 81 Family Planning Clinics established

in Tennessee and that in most instances the

medical work has been done by physicians

in the counties because most of the counties

do not have a medical officer in the local

health department; (b) that Infant Mortal-

ity reached a record low in the state in 1967

for the first half of the year with 856 deaths

and a rate of 25.8 deaths per 1,000 live

births; (c) that for the first time on record

the state has reported no deaths from mea-
sles or whooping cough during the first six

months; and (d) that all 95 counties in

Tennessee now have local health depart-
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merits for the first time in history of the

state.

In the December meeting, the Director of

the Comprehensive Health Planning Pro-

gram for the Tennessee Department of

Public Health gave a detailed report on this

program and the need for several changes

to be made in the setup of the Health De-

partment in order to comply therewith.

The Chairman assured the House of Dele-

gates that its Liaison Committee will

closely observe the development of these

changes with the interest of the practicing

physician uppermost in mind.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented: "That

th is Committee has done its job well may in part be re-

flected by the fact that this House of Delegates has seen

fit to bestow its Outstanding Physician of the Year Award

on the man who has so effectively directed this important

Department of our State Government for these many years.

We realize that the selection of Dr. R. H. Hutcheson em-

bodies a far broader scope of contributions, but his desire

and willingness to have a constant close liaison with TMA
has enabled this Association, through this Committee, to

have an effective team relationship that today is so essen-

tial, and that tomorrow may become even more essential.

We must work constantly to maintain and extend this re-

lationship. Worthy of comment in this Committee's report

is the fact that in 1967 infant mortality reached a record

low, there were no recorded deaths from measles and

whooping cough during the first six months of the year,

and no cases of poliomyelitis were reported. Also we can

be very proud of the fact that for the first time in the his-

tory of the state, each of i's 95 counties now has a local

health department. We commend the Committee's activities

and its report."

THE HOUSE accepted the report.

Report of Committee on Legislation

and Public Policy

O. Morse Kochtitzky, M.D., Chairman

The activities of the Committee increased

considerably with the advent of annual leg-

islative sessions. “Physicians will no longer

be called upon every other year to discuss

legislative matters with elected representa-

tives ... it will now become routine and
continuous. The just concluded 1968 ses-

sion lasted for 30 legislative days and re-

quired 51 calendar days to complete. Not

only has the number of legislative days

been extended to 90 plus 15 for organiza-

tional purposes for each session, a new term

of office for senators will go into effect this

year. Senators will henceforth be elected

to four year terms. Obviously, this will in-

crease the importance of close liaison and

personal support by physicians for those

who seek the office of State Senator.”

During the short 30-day 1968 session, more
than 750 bills were introduced in the Senate

and approximately 800 in the House. Sev-

eral of these proposals directly involved

physicians and the laws of the state pertain-

ing to health care:

1. A measure requiring all newborns to be

tested for PKU, with the type test and person re-

sponsible for testing to be determined by the De-
partment of Public Health and the Public Health

Council, was adopted.

2. A proposal which would have allowed the

Tennessee Association for Retarded Children and
Adults to appoint a layman “learned in mental re-

tardation” to the Public Health Council, was de-

feated.

The Chairman of the Legislative Commit-
tee stated that it was his opinion that the

matter of increasing the Public Health

Council to include laymen representing a

particular special interest group, such as

the one previously mentioned, will be a fre-

quent problem.

3. The TMA endorsed proposal to liberalize

the therapeutic abortion law in certain specific

cases was introduced by Dr. Dorothy L. Brown
and received a considerable amount of statewide

publicity. The legislation failed to receive a ma-
jority in the House by only two votes and conse-

quently was not voted upon by the Senate. The
Senate instead, adopted a study proposal which
the House ultimately refused to adopt.

The Committee commended Dr. Brown
for her efforts in trying to enact this legisla-

tion.

4. A bill to implement a Title XIX program in

Tennessee was adopted. The bill limits the

amount of services that can be provided and also

requires care to be rendered only to those persons

receiving cash assistance from the state.

It was pointed out in the report that most

of the important decisions regarding Title

XIX and its operation will be delegated to

the Department of Public Health as the

state agency charged with implementation,

and it will be in this area that TMA will

continue to maintain close liaison.

5. A bill, sponsored by the Tennessee Hospital

Association and supported by TMA, which rede-

fines the composition, duties and scope of the hos-

pital licensing board, was adopted. Under the

new arrangement, two physicians will be ap-

pointed to the board instead of one, as well as an
additional hospital administrator.

6. A THA sponsored bill to increase the state

appropriation for the Indigent Hospitalization

Program by $2 million, failed. The TMA was in

agreement that additional money is needed to help
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offset the mounting losses hospitals are facing in

providing care for indigent patients.

7. Efforts to require health insurance compa-

nies to reimburse chiropractors and podiatrists for

services rendered was opposed and defeated.

8. A bill to require that one attendant in every

ambulance be properly trained in first aid was
adopted by the Senate late in the session but did

not receive House action.

The Committee feels that this is worth-

while legislation and plans to work for its

passage in the next General Assembly.

9. The TMA sponsored bill to prevent 14 and

15 year old children from being licensed to oper-

ate high-powered motor-driven cycles was adopted

by the House but failed in the Senate.

The Chairman urged all physicians to

speak in favor of this legislation whenever

possible and to ask that other groups and

organizations be approached to seek their

support. “If enough back-home support is

expressed to legislators, this legislation can

be adopted next year and many children’s

lives can be saved.”

10.

A bill which would have eliminated medi-

cal laboratory personnel from being tested prior to

licensing by the Department of Public Health

passed in the Senate but was withdrawn in the

House on the last day of the session. The pro-

posal would have negated the recently enacted

Medical Laboratory legislation which is designed

to upgrade the work being done in medical labo-

ratories across the state.

All proposals affecting health care, too

numerous to mention in the report, were

thoroughly studied by the TMA staff and

attorneys, as well as various members of

the Committee.

Again in 1968, following the November
elections, the Committee plans to have din-

ner meetings across the state with the legis-

lators to present medicine’s views on prob-

lems that will likely present themselves

during the next legislative sessions. Also a

TMA delegation, composed of the Legisla-

tive Committee as well as personal friends

and physicians of legislators, will visit

Washington, D. C. and meet with our

elected Congressmen and Senators. “This

annual affair provides an opportunity to

discuss first hand matters of interest and

concern to the medical profession on the na-

tional level with members of the Tennessee

Congressional delegation.”

Dr. Kochtitzky expressed appreciation to

the contact doctors, the physicians who vol-

unteered their services in the First Aid Sta-

tion during the 85th Assembly, the individ-

ual doctors who responded to a call for help

during the year; and particularly to the

three TMA members who ably served in the

House of Representatives, Drs. Dorothy L,

Brown, Jack D. Peeples and G. H. Berryhill.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented: "A
matter of importance noted in the report is that in the fu-

ture State Senators will be elected for a four-year term. It

therefore behooves us to give renewed consideration to in-

dividual candidates and their viewpoints toward organized

medicine, its objectives and goals. It is suggested that on

those bills relating to health in which TMA has a specific

interest, or in other legislative issues that might reflect the

legislator's philosophy, his voting record for this legislative

session be published and made available to the contact doc-

tors and other interested physicians of the Association. Our
'hats are off' to this Committee for its accomplishments and

diligent work."

THE HOUSE accepted the report.

Report of Committee on Insurance

Wm. T. Satterfield, M.D., Chairman

The following insurance group plans, rec-

ommended by the Committee on Insur-

ance, are sponsored by the Tennessee Medi-

cal Association: Disability; Life; Major
Hospital; Estate Accounts—Receivable;

Professional Overhead; Investment Retire-

ment Trust; Professional Liability; “Um-
brella” Liability.

The Disability and Life Insurance Plans

are functioning well and the efficient ad-

ministration has assured continued prompt
benefits. The Major Hospital Plan has been

volatile in years past, due to increasing cost

of hospital care; however in the second year

of the present administration, problems

have markedly lessened.

The Carrier for the Estate Accounts-Re-

ceivable was changed in 1967 to Mutual
Benefit Life Insurance Company, This plan

has advantages in estate planning and at-

tractive rates.

1,550 Tennessee Physicians and Dentists

participate in the Investment Retirement

Trust Program. In addition, 750 participate

in the Keogh Plan (H.R. 10) . “The liberali-

zation of H.R. 10 in 1968 has made this plan

doubly attractive and the TMA sponsored

plan has no loading charges to dilute it.

The Professional and “Umbrella” Liabil-

ity plans, administered by the same admin-

istrator have grown rapidly. The addition
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of the “Umbrella” Liability Group has been

well received.

“TMA groups offer true benefits to mem-
bers and should be supported by them. The

groups offer most of the few financial

‘fringe benefits’ of organized medicine.”

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented: "No

state association has a finer record of group insurance plans

than Tennessee. Our disability coverage record is outstand-

ing nationally. Mounting hospital costs have necessitated

changes and increased premiums in the major hospital cov-

erage, but this is only as would be expected. The 'um-

brella' liability coverage is outstanding and includes bene-

fits not known to exist in any other type of comparable

policy. Our thanks to Dr. Bill Satterfield and his Committee."

THE HOUSE accepted the report.

Report of the Committee on Cancer

B. F. Byrd, Jr., M.D., Chairman

Members of the Committee on Cancer of

the Tennessee Medical Association have

been actively involved in professional

public education during the year. In asso-

ciation with the staff of TMA, the members
of the Committee have participated in nu-

merous programs in their own and neigh-

boring communities in education concern-

ing cancer and in various fields of cancer

control. The Committee has not had a for-

mal meeting but has been actively involved

through its association with the professional

aspects of the American Cancer Society.

As Chairman, I wish to thank the various

members of the Committee in their willing-

ness and availability in connection with the

Cancer Program of the Tennessee Medical

Association.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented: "This

Committee's activities have been in the field of public edu-

cation and we commend its members for working closely

and diligently with local lay and professional organizations

in this regard."

THE HOUSE accepted the report.

Report of Memoirs Committee

Henry L. Douglass, M.D., Chairman

The Memoirs Committee reported that 66

members of the Association died during the

calendar year, 1967 and in January and Feb-

ruary, 1968. The names of the physicians

were listed in the prepared report.

“This is the longest report the Memoirs Com-
mittee has ever made to the House of Delegates.

Altogether, their overlapping careers covered sev-

enty-three years, from 1894 to 1967. It was the

most progressive era in the long history of med-
icine in which they and others like them largely

transformed it from an art to a science and main-

tained the best in both. We are deeply indebted

to them, not only for their interest and active

participation in the affairs of organized medicine

and its scientific progress but also for their dedi-

cated services to all the people of this land.”

After the report of the Memoirs Commit-

tee was prepared, a past-president of the

Association died on March 31st, Dr. John B.

Steele of Chattanooga. Dr. Steele was held

in high esteem by many physicians of the

State and especially those of Chattanooga

and his life and service to the Tennessee

Medical Association will long be remem-
bered.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented: "It

is regrettable to note that the list of our deceased members

for this past year reaches an all time high, but perhaps

this reflects the progress of a growing organization with a

growing membership. The memoir list does not extend be-

yond February of this year, but special mention has been

made of the recent passing of Dr. John B. Steele of this

city who was one of the distinguished past-presidents of

this Association. We extend our bereavement to the fami-

lies of these physicians and recognize in their passing a

distinct loss to this Association." The Reference Committee

requested the House of Delegates to stand for a moment of

silence in tribute to these colleagues.

THE HOUSE accepted the report.

Report of Committee on Health Insurance

Wm. T. Satterfield, Sr., M.D.

Chairman

The Committee disposed of minor prob-

lems that occurred in relation to the Serv-

icemen’s medical coverage, and received

several communications from members of

TMA in regard to making pleas to insurance

carriers to broaden coverage of office prac-

tice in health insurance policies. The reac-

tion of several insurance executives to these

pleas was that such coverage is now univer-

sally available, but costly. The Chairman
stated that progress is being made in this

direction in group coverage.

In October, the TMA Board of Trustees

directed the Committee to study the financ-

ing of Title XIX, and to determine the fea-

sibility of health insurance for the group of

patients in income brackets immediately
above the present welfare patients.

The Committee considered at length this

communication and recognized that there is

such a group as “medically needy” persons
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or families. The “medically needy” is de-

fined as persons or families whose incomes

are adequate for the Welfare Department’s

minimum standard budget (as contrasted

with the “categorically needy” whose in-

comes are below this standard)
,
but not ade-

quate for living costs plus medical expenses.

This segment includes most of the “service”

patients seen in hospitals and community
financed clinics. It was determined by the

Committee that Health Insurance on a con-

tract basis for the “medically needy” seg-

ment is the best available vehicle, and that

premiums could be paid by the State or the

State and the patient.

The following resolution was unani-

mously adopted by the Committee on

Health Insurance: “that prepaid health in-

surance plans are possible for the group

immediately above the welfare group and

the Committee further recommends that

the TMA go on record as encouraging the

insurance industry to promote the selling

of, and encourage the people of Tennessee

to purchase this comprehensive type of cov-

erage.”

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented: "This

report may be one of the most important and far-reaching

reports presented at this meeting. It advances the concept

of providing health care for the 'categorically' indigent and

the 'medically' indigent through prepaid private hospital

coverage with the State, the Federal Government, and the

individual where possible, participating conjointly in the

premium. This is as it should be.

"The Reference Committee commends the Health Insurance

Committee for the compilation of facts here presented and

recommends that a resolution be prepared for presentation

to the AMA at its 1968 annual session embodying the prin-

ciples set forth." The Committee commended the Health

Insurance Committee for a superb job in dealing with a very

complex and formidable problem.

THE HOUSE accepted the report.

Report of Advisory Committee to the State

Department of Public Welfare

Lamb B. Myhr, M.D., Chairman

“The Advisory Committee to the Tennes-
see Department of Public Welfare has been
a committee concerning itself mainly with
the Welfare Drug Program. This commit-
tee met on July 20th with Mr. Herman L.

Yeatman, Welfare Commissioner, Mr.

James Calway and Mr. John Lee, Pharmacy
Advisor for the Department of Public Wel-
fare. The meeting revealed that in general

the current formulary is working satisfacto-

rily and adverse comments have been at a

minimum concerning the formulary. The
Committee reviewed with the Welfare De-
partment the entire list of drugs on the for-

mulary and also discussed individually 79

requests for new drug additions to the De-

partment’s formulary. Approximately fif-

teen additions were recommended for inclu-

sion on the formulary.

“This Committee will continue to func-

tion as a consulting committee with the De-

partment of Public Welfare on the drug for-

mulary health care and as a standby com-
mittee to the Department on any other

health care matters related to programs ad-

ministered by this Department.”

THE REFERENCE COMMITTEE on Reports of Standing Com-
mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented: "This

Committee has been functioning primarily in an advisory

capacity regarding the drug program for welfare recipients.

It is recognized that the Committee on Governmental Medi-

cal Services has played a major role in dealing with the

Department of Public Welfare in matters that concern TMA.
Regardless of where the responsibility is placed, important

is the fact that close liaison must be maintained with this

essential Department of our State Government for we recog-

nize the interplay and coexistence that prevails regarding

matters of both health and welfare for the poor and needy."

THE HOUSE accepted the report.

Report of Communications and Public

Service Committee

O. M. McCallum, M.D., Chairman

The Committee met in November to thor-

oughly discuss and evaluate the communi-
cations and public service program of the

Tennessee Medical Association. The result

of this meeting and the discussion of this

subject concluded that improved communi-
cations with individual members of TMA
was and is the number one problem for the

committee.

A new attempt to improve internal com-
munications, a newsletter known as the

“TMA Transmitter,” made its first appear-

ance in December 1967 and a second issue

was published in February of this year.

This new communications attempt is being

made with this publication on a “as needed

basis” rather than with set publication

dates. It was felt that the “Transmitter”

should be an instrument of important,

timely and urgent information issued when
it becomes necessary to quickly inform the

membership of certain items of concern.

“During 1967, the newspaper feature ‘The
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World of Medicine’ was distributed by your Com-
mittee to approximately 50 newspapers across the

state on a weekly basis. This picture panel, simi-

lar to the familiar ‘Believe-It-Or-Not’ feature,

was well received by newspaper editors and

helped provide health information to a wide seg-

ment of our state’s population.

“Also, during the past year, a copy of the excel-

lent AMA publication, ‘Today’s Health Guide’ was

presented to each Junior High School for use in

their library by students and faculty. This proj-

ect was a follow-up of efforts in 1966 to place a

copy in each Senior High School library across the

state. To date, more than 600 copies of this publi-

cation have been distributed to Tennessee schools.

Your Committee would recommend to each of you

the placement of ‘Today’s Health Guide’ in every

physician’s waiting room for patients to see and

read, which would encourage patients to secure a

copy for their own use at home.”

The Committee called attention to mea-

sles vaccination programs sponsored by sev-

eral county medical societies and recom-

mended this program for all county socie-

ties as an excellent and extremely worth-

while public service project.

Several county societies participated in

the AMA coordinated program, “Commu-
nity Health Week,” and the Chairman

urged all societies to form Community
Health Week Committees, pointing out that

it is a tailor-made public service project

with little or no advance work required by

the Society since all promotional materials

are furnished free of charge by the AMA.
“It is a once-a-year opportunity to tell med-

icine’s story to your community with the

cooperation of your local press and radio-

TV.”

Operation of the Placement Service for

physicians wanting to find a location to

practice in Tennessee, a community seeking

a physician, or a TMA member who wishes

to relocate his practice, continues to be an

important activity of the Public Service

Committee.

Two projects or programs being consid-

ered by the Committee for implementation

during 1968 include the revival of the Tele-

vision series, “Spotlight on Medicine” which

was so successful two years ago, and a pro-

motion effort utilizing outdoor advertising

to call attention to important health mat-

ters.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented:

"Maintaining communications within our profession is an

awesome task. Addition of the TMA Transmitter is an-

other step toward the accomplishment of this goal.

Whereas this publication is on an 'as needed basis,'

it is felt by the Reference Committee that it must arrive

with some degree of regularity to maintain its identity and

achieve its objective. We commend this addition to our

multiple other news media. Inquiry has been raised as to

the feasibility of periodically having a 'Tennessee insert' in

the weekly AMA NEWS. This idea is felt to have merit

worthy of further study. The Committee is to be commended

for its multiple areas of activity designed both to inform

the profession and to educate the public on matters relating

to health. It is suggested that added publicity might be

given TMA's placement service through the SAMA Chapters

that are active in this state and through the national SAMA
publication. The New Physician."

THE HOUSE accepted the report.

Report of Rural Health Committee

Julian C. Lentz, M.D., Chairman

The foremost activity of the Rural Health

Committee is to co-sponsor a Rural Health

Conference annually, in cooperation with

the Tennessee Farm Bureau Federation,

and the University of Tennessee Agricul-

tural Extension Service. The fifth annual

Rural Health Conference was held October

25th at the Rivermont Holiday Inn in Mem-
phis with an official registration of 408.

The counties of West Tennessee were rep-

resented by personnel of the medical pro-

fession, all branches of the University of

Tennessee Extension Service, Tennessee

Farm Bureau, and members of Home Dem-
onstration Clubs. An excellent program was
presented and was extremely well received

by those in attendance.

The Chairman extended appreciation to

the other members of the Committee and

the members of the TMA staff who assisted

in organizing the successful conference.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, A. Roy Tyrer, Jr., M.D., Chairman, commented:

"Maintaining rapport and liaison with the non-urban por-

tions of our state and individuals comprising this segment

of our population is vital. Such is the responsibility of this

Committee which it has discharged effectively through the

annual Rural Health Conference, tri-sponsored by TMA, Ten-

nessee Farm Bureau, and the University of Tennessee Agri-

cultural Extension Service. We commend this activity."

THE HOUSE accepted the report.

Standing Committees Not Reporting

One standing Committee of the Associa-

tion, the Tennessee Medical Foundation

Committee did not submit a report to the

House of Delegates in 1968.
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REPORTS OF SPECIAL COMMITTEES

Committee on Emergency Medical Services

C. Robert Clark, M.D., Chairman

The purpose of the Committee on Emer-
gency Medical Services is to improve the

immediate care of the sick and injured

through a statewide effort to coordinate

emergency medical services,

“Upon the recommendation of this Committee,

the President of the Tennessee Medical Associa-

tion on November 15, 1967, requested in a letter to

the Governor of Tennessee the formation of an

advisory committee to study the status of emer-
gency medical services in Tennessee and make
recommendations and coordinate these activities

with the Department of Highway Safety. A proj-

ect grant has been requested by the state from
the federal government to make a survey of medi-
cal and ambulance services in the state for use in

preparing an Emergency Medical Services Plan.

“The Committee met July 26th with Mr. Robert

H. Odom, Director, Health Mobilization Service,

State of Tennessee; Mr. William Lyons, U. S. De-

partment of Health, Education and Welfare; and
Dr. Hyrum Plaas, Director of Division of Urban
and Federal Affairs of the State of Tennessee.

Subsequently, letters were forwarded to all county

medical societies urging each society to activate a

committee on emergency medical services, encour-

aging community hospitals to accept custodianship

of packaged disaster hospitals and hospital reserve

disaster inventories, urging societies to continue

support of medical self help teaching programs and

to keep the state committee informed of local ac-

tivities.

“This Committee will continue to try to dispel

the apathy of government, public, and physicians

toward Emergency Medical Services.”

THE REFERENCE COMMITTEE on Reports of Special Com-

mittees, Wm. H. Edwards, M.D., Chairman, commended the

Committee on Emergency Medical Services for its work and

urged the Committee to continue its activities in this field.

THE HOUSE accepted the report.

Report of Committee on Environmental

and Occupational Health

James J. Lawson, M.D., Chairman

The Board of Trustees directed the Com-
mittee on Environmental and Occupational

Health to develop a broad concept of the

“total” effect of the environment on the

health of the individual and to formulate

programs to implement this concept that

would be useful to the people of Tennessee.

It was also suggested by the Board that the

approach should be along the lines of a

team effort involving other professions such

as lawyers, engineers, etc. It was felt by
the Committee that the only approach to-

ward implementing this directive would be
one step at a time. Therefore, former and
current members of the Committee were so-

licited via a questionnaire as to their opin-

ion on the following:

1. Joint effort with organizations such as the

Tennessee Manufacturers Association to effect

legislative changes in the State Workmen’s Com-
pensation Law along the lines of the “Heart
Waiver” to promote better employment of handi-

capped workers.

2. Expansion of the concept of “Poison Control

Centers” to the County Medical Society level.

3. Efforts on the County Medical Society level

in the areas of air and water pollution.

4. Development of County Medical Society

Committees to provide information for small local

industries on safety, industrial hygiene and indus-

trial preventive medicine.

5. Development of publicity efforts through the

State Medical Association with regard to the items

listed above.

“The response of those solicited was
mixed but the general opinion was favora-

ble with regard to the development of pub-

licity efforts and expansion of the ‘Poison

Control Centers’ concept. The reaction to-

ward efforts in the areas of legislation was
mixed but the majority seemed to feel that

some effort in cooperation with non-medical

groups would be of value. Several mem-
bers of the Committee felt that direct ef-

forts on the County Medical Society level

with regard to industrial hygiene, preven-

tive medicine and safety might better be

carried out through specialty organizations

such as the Industrial Medical Association.

The Committee therefore recommended:
That the Tennessee Medical Association,

through its appropriate committees, develop pub-
licity and educational programs for the general

public in the areas of ‘Air and Water Pollution’

and ‘Poison Control Centers’ and.

That this committee and/or other appropriate

committees undertake to develop detailed and au-

thoritative information in the field of toxicology,

household poisons and particularly insecticides for

the use of county medical societies in dealing with

the practical everyday problems of poisoning due
to the many complex materials used in household

cleaning, insecticides, etc.

“The other items mentioned in the ques-

tionnaire would best be deferred until we
develop more experience with the above.

If the House of Delegates approves these

recommendations, a meeting of the commit-
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tee will be held in May to discuss details of

the proposal.”

THE HOUSE accepted the report.

Report of the Advisory Committee
to the Woman's Auxiliary

Roland H. Myers, M.D., Chairman

“The Ladies Auxiliary, under the direc-

tion of Mrs. Virginia Hartung, has had an

active and successful year which her report

will reveal. She and the Officers were not

confronted with any problems that necessi-

tated advice of the Advisory Committee.

The Advisory Committee congratulates the

Auxiliary on its fine work in behalf of the

Tennessee Medical Association.”

THE HOUSE accepted the report.

Report of Committee on Blood Banks

and Medical Laboratories

Chas. C. Smeltzer, M.D., Chairman

“In the first session of the 1967 General

Assembly, legislation was enacted as rec-

ommended by the TMA House to the effect

that implied warranty of merchantibility

and fitness do not apply to the sale, pro-

curement, processing, distribution or use of

human tissue, whole blood, plasma, blood

products or blood derivatives. This was ac-

complished by amending Section 47-2-316

of the Tennessee Code Annotated. The Act

was approved and signed into law by the

Governor in May, 1967.

“The Assembly also enacted legislation

regulating schools for training laboratory

personnel, regulating the activities and

functions of medical laboratories and pro-

viding for the licensing of technical person-

nel. (The Tennessee Medical Laboratory

Act. Section 5, Chapter 355, Public Acts of

1967.)

“The implementation of these laws is

within the jurisdiction of the Department of

Public Health and regulations are now be-

ing formulated with the help of ‘advisory

committees’ whose members come from in-

terested and concerned groups. It would be

to the advantage of TMA to maintain a

knowledge of and a proper relation to de-

velopments in this area.”

THE HOUSE accepted the report.

Report of Committee on Mental Health

Frank H. Luton, M.D., Chairman

In 1967, a questionnaire was sent to all

physicians in the state to obtain information

about the interest of the practicing physi-

cian in postgraduate education in the field

of psychiatry. Responses to the question-

naire were gratifying with a few over 600

returned and of these, 376 stated that if

postgraduate courses were available they

would attend. Special interest was indi-

cated in learning more about marriage

counselling, office psychotherapy of brief

type, drug therapy, detection of the poten-

tial suicide patient, psychosomatic medi-
cine, the alcoholic, the adolescent, the

young adult, the menopause and the geriat-

ric patient.

The questionnaire survey was a prelimi-

nary step in the evolution of the Steering

Committee on Continuing Psychiatric Edu-
cation of the Physician, which was author-

ized by the House of Delegates in 1967. The
Steering Committee met on November 15th.

In attendance at this meeting was Dr. How-
ard Kern, Jr., Director of the A.P.A.-A.G.P.

Education Project of the A.P.A. Committee
on Psychiatry and Medical Practice, who
gave considerable support and advice about

the future direction in planning for the de-

velopment of postgraduate programs by the

Steering Committee.

The Committee on Mental Health met on
September 10th and this meeting was at-

tended by Dr. Joseph Baker, Psychiatric

Consultant to the Council on Mental Health

of the AMA. Dr. Baker discussed a pro-

posal which he had previously made by let-

ter concerning the development of a pocket

manual for physicians relating to laws and
procedures for hospitalization of the men-
tally ill patient. Authorization for the

preparation of such a manual, which was to

be jointly supported and published by the

TMA and the State Department of Mental
Health, was requested. The manual is

nearing completion and will be distributed

to physicians at an early date. Other sub-

jects discussed included:

The problem of commitment of the alcoholic

and the need for new legislation covering the

whole problem, its prevention and treatment em-
phasized. It was determined that it seemed un-
wise to recommend new legislation at this time
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and that until better treatment facilities are avail-

able within the state, commitment is felt to be a

questionable procedure.

The proposed interdisciplinary workshop, which
was recommended and accepted in 1967, was dis-

cussed. Authorization to request financial support

from the Board of Trustees was given. The re-

quest was presented to the Board, but denied in

view of the Association’s past liberal support of

the two congresses on mental health.

It was pointed out in the report that med-
ical involvement in problems of dangerous

drugs such as marihuana (pot)
,
L.S.D., and

the whole panorama of narcotics makes it

increasingly important that information in

this area is immediately available to physi-

cians. The Chairman attended a meeting of

the AMA Council on Mental Health which
was devoted exclusively to the presentation

of information in depth on the topic of drug

abuse and drug dependence.

The Committee on Mental Health ex-

pressed continuing interest in and concern

with education of the physician in the field

of emotional problems of medicine, pointing

toward greater understanding of the total

person with special reference to: the poten-

tially suicidal patient, the alcoholic, the

drug dependent, problems of aging, and the

adolescent and presented the following rec-

ommendations:

(1) That the forthcoming handbook “Hospitali-

zation of the Mentally 111” be published and dis-

tributed and that it be a joint venture of the TMA
and the Tennessee Department of Mental Health;

(2) That the Committee shall maintain a close

relationship with the newly formed Steering Com-
mittee on Continuing Education in Mental Illness

and Health; and (3) That it be explored with the

Insurance Committee the problem of coverage for

mental illness, especially that of alcoholism.

THE REFERENCE COMMITTEE on Reports of Special Com-
mittees, Wm. H. Edwards, M.D., Chairman, called special at-

tention to the paragraphs in the report on the dangerous

drugs such as marijuana, LSD, and the panorama of nar-

cotics and urged the Committee on Mental Health to keep

abreast of the problems in the field of dangerous drugs and
to report progress as indicated.

THE HOUSE accepted the report.

Report of Health Project Contest Committee

Lawrence L. Cohen, M.D., Chairman

The 15th annual Health Project Contest,

sponsored by TMA and the Woman’s Auxi-

liary, was again considered a success and a

worthwhile endeavor. Awards totaling

$1,250 were presented to five winners:

First Place; Knoxville Catholic High School.

Freshman Health Class and English IV Class

—

“Smoking”—$500

Second Place: Brainerd High School, Biology II

and Science Club, Chattanooga—“An Experi-

mental Study of the Physiological Effects of

Ionizing Radiation on small mammals and its

application to larger mammals”—$300

Third Place: Grundy County High School, Biology

Classes, Tracy City—“Sleep—The Restorer”

—

$200

Fourth Place: Charlotte High School, Home Eco-

nomics Classes and Future Homemakers of

America, Charlotte—“Youth Explores Problems
of the Aged Through Study and Research, Com-
munity Contact and Community Service”—$150

Fifth Place (Tie): Immaculate Conception High
School, 10th Grade Science Class, Memphis

—

“Don’t Drink the Water, Don’t Breathe the Air”

and
Hamilton High School, 9th Grade English Class,

Memphis “Breathing Sticks; A Matter of Life or

Death”—$50 each.

The Fifth Place Award is given by the

Woman’s Auxiliary to the Tennessee Medi-

cal Association. Entries covered such sub-

jects as fallout shelters, facilities for men-
tally retarded children, safety in the home,

sewage disposal, LSD, alcohol and drugs

and many others. The entries reflected con-

centration by the students and their spon-

sors on the subjects and evidenced many
hours of work and study. Ingenuity and

originality was evident in a majority of the

entries and should aid in accomplishing our

objectives; that of teaching the youth of

today the value of good health through a

practical activity and also to stimulate in-

terest in a career in the health fleld.

THE REFERENCE COMMITTEE on Reports of Special Com-

mittees, Wm. H. Edwards, M.D., Chairman, urged the con-

tinuation of the Health Project Contest.

THE HOUSE accepted the report.

Report of the Tennessee Committee for the

American Medical Education and Research

Foundation

Thomas J. Ellis, M.D., Chairman

“Financial support of AMA-ERF is depen-

dent upon the nation’s physicians, medical

societies, the Woman’s Auxiliary, philan-

thropic organizations, business corporations

and the public. With five years of opera-

tion completed, 18,000 medical students, in-

terns and residents now have guaranteed

loans in excess of $44 million. The Institute

of Biomedical Research is now staffed with
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31 eminent scientists in six teams doing the

most advanced work in biomedical research

anywhere in the world.

“More than $17 million have been distrib-

uted as unrestricted gifts to medical schools

of this country. The three medical schools

in Tennessee received a total of $37,407.06

from AMA-ERF: Vanderbilt University

School of Medicine, $16,684.93; University of

Tennessee College of Medicine, $15,388.59;

and Meharry Medical College, $5,333.94.

“In 1967, 143 students attending medical

schools in Tennessee received a total of

$103,050.00 in loans from the AMA-ERF
Loan Fund Program. Fifty-three interns

and residents from Tennessee received

$39,100.

“The TMA Woman’s Auxiliary continues

to receive national recognition for their ef-

forts on behalf of AMA-ERF. Their contri-

butions for the past year is in excess of

$25,500.00. It is of interest to note that

265 Tennessee physicians donated over

$9,000.00.”

The Committee strongly urged each TMA
member to support the AMA-ERF with a

contribution in 1968.

THE HOUSE accepted the report.

Report of Committee on Sight Conservation

I. Lee Arnold, M.D., Chairman

The Committee arranged for a booth in

the exhibit hall to offer an opportunity for

physicians attending the annual meeting of

the Tennessee Medical Association to have
the intraocular tension checked.

The Chairman recommended that the

physicians in Tennessee include in the rou-

tine examination of patients over forty

years of age the determination of intraocu-

lar pressures.

THE REFERENCE COMMITTEE on Reports of Special Com-
mittees, Wm. H. Edwards, M.D., Chairman, commended the

Sight Conservation Committee for making the booth avail-

able and urged all physicians to take advantage of this

courtesy.

THE HOUSE accepted the report.

Report of

Interprofessional Liaison Committee

Wm. H. Edwards, M.D., Chairman

Activities of the Committee during the

year included;

1. Preparation and distribution to each member
of TMA the Code of Cooperation Between Phar-

macists and Doctors. The Code was approved by
the House of Delegates in 1967.

2. Resolution No. 12 concerning labeling of pre-

scriptions and introduced in the House of Dele-

gates in 1967 was referred to the Interprofessional

Liaison Committee for further evaluation and con-

sultation with state and local pharmaceutical asso-

ciation representatives. After these meetings, the

Committee recommended that the only change
necessary was in the first resolve. Resolution No.

3-68, embodying this change, was presented for

consideration by the House of Delegates.

3. Resolution No. 21, adopted by the House of

Delegates in 1967, resolved that the Tennessee

Medical Association and the Tennessee Bar Asso-

ciation coordinate their activities for medico-legal

liaison. The Committee met with a similar com-
mittee of the Bar Association on three occasions

with the result that a proposed code of coopera-

tion between physicians and attorneys was
drafted, evaluated, and put into final form for

consideration of the House of Delegates. (The
Board of Governors of the Tennessee Bar Associa-

tion approved the code at their winter quarterly

meeting.)

The Committee urged that local medical

societies meet with their local Bar Associa-

tions, feeling that increased communication

between doctors and lawyers will prevent

development of problems.

4. The Interprofessional Liaison Committee was
contacted by the Tennessee Nurses’ Association

and the Tennessee Board of Nursing to consider

the problems in areas of dependent nursing care

and a meeting was held with representatives of

the Nurses’ Association and the Hospital Associa-

tion for consideration of these problems. The
Tennessee Nurses’ Association drafted statements

on three areas of dependent nursing care which
were felt to be most important: (1) Venipuncture;

(2) Closed Chest Cardiopulmonary Resuscitation;

(3) Acute Cardiac Care. The Committee met on

two occasions with these representatives and dis-

cussed in detail the problem areas and drafted a

proposed policy statement on patient care proce-

dures for registered nurses, doctors of medicine,

and health care administrators. (A copy of the

statements are available from the TMA headquar-

ters office and were a part of the report of the

Committee.)

The statements were so designed as to serve as

guidelines to physicians, nurses and health care

administrators under circumstances that might

arise throughout the state. The Tennessee Nurses

Association’s Board of Directors approved the

statements at its February quarterly meeting.

The Tennessee Hospital Association’s Board of

Trustees approved the statements at its March
quarterly meeting.

The Chairman stated that it was the feel-

ing of the Committee that a joint confer-



604 ABSTRACT OF THE PROCEEDINGS OF THE HOUSE OF DELEGATES June, 1968

ence of physicians and nurses might be held

in the spring of 1969 and that this would

lead to further discussion and understand-

ing of the problems in nursing and medi-

cine.

The Tennessee Bar Association’s Inter-

professional Code Committee had requested

TMA to consider forming a joint malprac-

tice screening committee. The basic pur-

pose being to prevent, where possible, the

filing in court of actions against physicians

and their employees for professional mal-

practice in situations where the facts do not

permit at least a reasonable inference of

malpractice. The TMA Interprofessional

Liaison Committee is now in the process of

carefully evaluating the Bar Association re-

quest and after completion of its study will

present its findings along with the request

from the Bar Association to the TMA Board

of Trustees for their consideration.

THE REFERENCE COMMITTEE on Reports of Special Com-

mittees, Wm. H. Edwards, M.D., Chairman, commended the

Interprofessional Liaison Committee for its work and rec-

ommended that the Code of Cooperation between the Ten-

nessee Bar Association and the Tennessee Medical Associa-

tion be referred to the Board of Trustees for editing and

adoption.

THE HOUSE accepted the report and the recommendation

of the Reference Committee.

Report of Committee on

Medicine and Religion

Charles C. Stauffer, M.D., Chairman

Progress of the Committee during the

year apparently was centered around two
situations.

“The president of the AMA, Dr. Milford Rouse,

long interested in the field of medicine and reli-

gion, was instrumental in the formation of the

committee at the national level and the promotion

of similar committees by the various state socie-

ties. Evidence of his interest is demonstrated by
his attendance and participation in the meeting of

the state chairmen held in Chicago last year when
he was president-elect. His knowledgeable rec-

ommendations were of value to all of us.

“The other area of principal interest in the state

has to do with the Interfaith Chapel, which is an
integral part of the University of Tennessee Medi-
cal School in Memphis. This effort has been con-

tributed to materially by the Memphis and Shelby
County Medical Society, and by religious leaders

of the entire community. It is my feeling that the

contribution of the late Reverend Cliff Newman,
should be publicly recognized.

“The Medical group of Memphis has employed a

full-time chaplain for the chapel and he has been

very successful with his counselling with medical

students as well as with private patients at the

recommendation of their physicians.

“Until the present, the chapel has been main-
tained in temporary quarters in part of the John
Gaston Hospital, but there is a determined effort

on the part of the religious community to collect

and provide a location for, and the necessary

funds to build a permanent and separate chapel

building. This fund-raising campaign is being

conducted by several individuals and groups rep-

resenting several faiths and denominations in the

Memphis area, so that the true ‘Inter-Faith’ spirit

of the endeavor will be maintained.”

The Chairman stated that the individuals

and organizations, both religious and medi-

cal, of the Memphis area are to be com-
mended. He stated that a meeting of the

Committee on Medicine and Religion would
be held during the annual meeting in Chat-

tanooga.

THE HOUSE accepted the report.

Report of Committee on Rehabilitation

Jas. C. Gardner, M.D., Chairman

The Professional Advisory Committee to

the State Division of Vocational Rehabilita-

tion held its annual meeting in Gatlinburg

in August 1967. The Committee is com-
posed of twenty-four physicians, six of

whom compose the TMA Committee on Re-

habilitation. The meeting was devoted to a

detailed study of the activities of the Divi-

sion of Vocational Rehabilitation for fiscal

year 1966-67, some of the areas considered

were referrals, rehabilitated closures and
expenditure information.

“In reference to expenditure information and
medical fees, the administrative personnel of the

Division is aware of the growing concern on the

part of the Governor and his staff regarding the

different fee structures being used by those state

agencies who purchase medical services. The
Governor also feels it is extremely important for

such agencies to develop closer inter-agency coor-

dination in regards to fees so as to develop a com-
mon fee structure.

“The Division and the Governor’s Office also

realize that TMA is committed to the usual and
customary fee concept. In view of this commit-
ment and in view of the Governor’s desire that

state agencies reimburse physicians on the basis of

a common fee structure and since there are signif-

icant financial implications involved, Mr. Wm.
Snodgrass, State Comptroller, was invited to at-

tend that portion of the meeting pertaining to

medical fees. Mr. Snodgrass reiterated the Gov-
ernor’s views and pointed out that the Governor
had requested TMA to furnish a committee to
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meet with him for the purpose of discussing and
trying to solve some of the problems facing both

the physicians and the government agencies in-

volved.

“The Professional Advisory Committee to Voca-
tional Rehabilitation went on record, again, as rec-

ommending that Vocational Rehabilitation reim-

burse physicians on the basis of usual and cus-

tomary fees. The Assistant Commissioner for Vo-
cational Rehabilitation was in favor of this

method of reimbursement but realized that it

could not be accomplished at this time because of

budgetary limitations and that the Division is no
longer at liberty to formulate policy regarding

their own payment of fees as other state agencies

and their budgets had to be considered.”

In summary, the question of payment of

fees and the solving of problems in this re-

gard were referred to the Committee on

Governmental Medical Services of TMA
and the Governor and his staff.

The report of the Committee advised of

the progress of the Vocational Rehabilita-

tion in Tennessee in 1967 and a copy of the

the Division’s annual report was furnished

to all members of the House of Delegates.

The Committee reported continued good re-

lationships between the State Division of

Vocational Rehabilitation and the medical

profession.

THE HOUSE accepted the report.

Report of the Committee on

Governmental Medical Services

Tom E. Nesbitt, M.D., Chairman

“Committee activities for 1967 consisted of a

continuing effort to improve and strengthen the

position of organized medicine in the State of

Tennessee relative to a number of programs which
were concerned with expenditure of federal and
state tax funds for medical services. This effort

was again correlated with activities of the com-
mittees represented by membership on the Gov-
ernmental Medical Services Committee.

“Formal meetings of the Committee were held

July 6, August 27, August 31, and December 4,

1967. Specific problems with which the commit-
tee was primarily concerned were: (1) the lack of

TMA participation in development of the Tennes-
see Mid-South Regional Medical Program; (2) the

use of a second fiscal intermediary by the State of

Tennessee for payment to physicians of deducti-

bles and co-insurance features of Part “B” of the

Medicare Law on behalf of OAA recipients; (3)

methods of physician reimbursement for existing

state funded health programs by the State of

Tennessee; (4) participation in planning with

state officials for the proposed implementation of

Title XIX by the State of Tennessee.

“On recommendation from this Committee, the

Board of Trustees reconstituted the TMA’s Com-
mittee on Liaison to Medical Schools and Regional
Medical Programs, forming two separate commit-
tees. Close liaison with the new Committee on
Regional Medical Programs was established and
through a continuing joint effort, a much better

understanding and working relationship with the

Tennessee Mid-South Regional Medical Program
has been achieved. Combined meetings of the

Committee on Governmental Medical Services, the

Committee on Regional Medical Programs and the

staff of the Mid-South Regional Medical Program
have been held with an improvement in communi-
cations, and a better understanding of the atti-

tudes of organized medicine toward the develop-

ment and implementation of this federal program.

“The administrative officials of the State gov-
ernment have been contacted on numerous occa-

sions and the position of TMA repeatedly made
clear regarding the desirability of a single fiscal

intermediary to administer Part B of the Medicare
Law pertaining to payments of physicians for

services. These conferences have been unsuccess-

ful up to this time as far as effecting a change in

the State of Tennessee’s contract with the Tennes-
see Hospital Service Association for the adminis-

tration of the deductibles and co-insurance for the

OAA recipients provided by the State of Tennes-

see. This Committee will continue to seek a

change in the attitude of the State of Tennessee

which currently exists toward this problem. The
medical profession in general will continue to ex-

press the opinion that a single fiscal intermediary

working in this area is superior to a duplicity of

effort as now exists.

“In August, a meeting was held with the Gover-
nor and other State officials to discuss the State’s

desire for a system of uniform payments to physi-

cians for similar services rendered under all exist-

ing state funded health programs. The intent of

the State was to apply a similar payment formula
for services rendered under the Welfare Depart-

ment Programs, the Crippled Children’s Program
and the Department of Vocational Rehabilitation.

At the time of this meeting, the Governor stated

that he agreed that the concept of usual and cus-

tomary" was the proper method of payment for

physicians’ services. It was pointed out, however,
that in the current biennium, sufficient funds were
not available to pay for services on this basis for

these programs. With a basic understanding of

the problems involved and acceptance of the con-

cept of usual and customary charges, the Gover-
nor requested that the TMA Committee on Gov-
ernmental Medical Services attempt to work out a

satisfactory solution to this problem with ap-

propriate state officials. Following this a series of

conferences w’ere held and a greater understand-
ing of the existing problem for payment of physi-

cians’ services for the current biennium was ac-

complished.

“As an outgrowth of these meetings and as a

temporary stop-gap measure, the Department of



606 ABSTRACT OF THE PROCEEDINGS OF THE HOUSE OF DELEGATES June, 1968

Public Welfare published a letter to Tennessee

physicians informing them of an increase in their

payment scale for examinations of welfare patients

until such time as a satisfactory total program

under the usual and customary concept could be

devised. Subsequent to this, State officials did

agree to establish a system for physician payments

under the Crippled Children’s Program to be ad-

ministered by a fiscal intermediary under the con-

cept of usual and customary fees for services ren-

dered. The final details of this have not been es-

tablished as negotiations with possible carriers are

still underway. Finalizing of this program should

be accomplished within a few months and will re-

quire a great deal of cooperation and understand-

ing from the profession as this will be a trial pro-

gram. It is the intent of state officials and the

Medical Association that sufficient experience will

be gained from this program to allow inclusion of

similar concepts into the implementation of the

Title XIX program in Tennessee in the near fu-

ture.

“The fourth area of activity of the Governmen-
tal Medical Services Committee has been related

to cooperative studies with the State of Tennessee

on possible Title XIX legislation. Several confer-

ences have been held with state officials and with

members of the Public and Mental Health Com-
mittee, of the Tennessee House of Representatives,

regarding the implementation of a Title XIX pro-

gram. As an outgrowth of these activities, legisla-

tion was introduced during the recently completed

session of the general assembly establishing a lim-

ited Title XIX program to be administered by the

State Department of Public Health, and to be

funded within guidelines that will exercise fiscal

responsibility. The policies of the TMA have

been repeatedly presented through this and other

committees to state government representatives

during these discussions, and it is our hope that

they will be included in the proposed regulations.

“It is anticipated that this committee will con-

tinue to be actively engaged in all discussions

relative to state and federal government funded

health programs that involve the citizens of

Tennessee on a continuing basis.”

THE REFERENCE COMMITTEE on Reports of Special Com-

mittees, Wm. H. Edwards, M.D., Chairman, urged the Gov-

ernmental Medical Services Committee to keep the House

informed of progress and changes in the area of govern-

mental medical services.

THE HOUSE accepted the report.

Report of the

Utilization Review Committee

Wm. J. Sheridan, M.D., Chairman

The State Utilization Committee which

serves primarily as an advisory and appeal

committee, met on March 14th at the re-

quest of the Medicare Part B fiscal interme-

diary, the Equitable Life Assurance Society.

Prior to the meeting, the committee was
furnished a documentary of data reported

by the fiscal intermediary relative to over-

utilization by some physicians in the state.

In this meeting, the Committee, in coopera-

tion with the fiscal intermediary, adopted a

set of guidelines for emergency care facili-

ties, nursing homes, home calls and injecta-

bles. The guidelines are:

Extended Care Facilities: These facilities provide

regular and continuous professional supervision

which obviates the need for frequent visits by
physicians. For the chronic, stable case this

should not require more than one or two visits per

month or in exceptional circumstances a maxi-
mum of four visits per month.
Nursing Homes: These care facilities do not meet
the requirements of E.C.F.’s and do not have
equivalent professional supervision and probably

necessitate physicians visits two to four times a

month.

Home visits: These will vary substantially and the

number of medical visits necessary for adequate

supervision will vary accordingly. The exact con-

dition of the patient is even more important in

adjudicating the utilization of home visits and
each case will require careful consideration.

Patients confined to bed or wheelchairs and pa-

tients with indwelling catheters will require more
visits than the simple chronic ambulatory arterio-

sclerotic cardiovascular case. The former may
require visits more often than once a week. The
latter may be quite well cared for with two to

four visits per month.
Any acute medical condition such as active car-

diac decompensation, pneumonia, acute urinary

infection and so forth will require much more
frequent care by the physician than will be the

case in the chronic conditions discussed above.

Generally speaking, however, such an acute fre-

quent care situation should begin to respond to

treatment in a reasonable time and the need for

frequent visits revert to the chronic condition

level.

Physicians submitting very frequent visit charges,

especially daily visits charges in E.C.F.’s and
nursing homes and daily home visits extending

more than a week or two, should be requested to

explain the circumstances necessitating such care.

As a general rule patients requiring daily care at

home or in the less sophisticated institutions prob-

ably should be considered for transfer to a more
complete medical facility.

Injections: In case of an injection, payment will

be made for the next highest unit sale price in the

cost of the drug to the nearest high dollar, plus

$2.00 for administration. The physician’s regular,

usual and customary professional fee would apply

also in those cases where it applies.

In addition, the Committee determined
that in those cases of proven over-utiliza-

tion, that the guidelines should apply re-



June, 1968 ABSTRACT OF THE PROCEEDINGS OF THE HOUSE OF DELEGATES 607

troactively in payment made in these cases.

It was also the Committee’s recommenda-
tion that the guidelines apply to all cases

being considered for future guidance.

The Committee also directed the fiscal in-

termediary to make the guidelines known
in advance to physicians before taking steps

to investigate any cases where over-utiliza-

tion is suspected.

THE REFERENCE COMMITTEE on Reports of Special Com-

mittees, Wm. H. Edwards, M.D., Chairman, pointed out that

the guidelines become necessary only when there are flagrant

abuses.

THE HOUSE accepted the report with the proviso that the

guidelines included, be considered temporary policy and

subject to review by an appropriate committee designated

by the Board of Trustees and report back to the House of

Delegates before policy is established.

Report of Committee on

Regional Medical Programs

W. O. Vaughan, M.D., Chairman

Following enactment of P.L. 89-239 (Re-

gional Medical Program for Heart, Cancer

and Stroke) in the fall of 1965, the program
began taking form in Tennessee soon there-

after under two separate programs; one the

Mid-South Regional Medical Program lo-

cated in Nashville and the other, the Mem-
phis Regional Medical Program. The Mid-
South Program serves the area of the State

East of the Tennessee River, as well as, sev-

eral counties in the southern portion of

Kentucky. The Memphis Regional Pro-

gram is responsible for those counties West
of the Tennessee River, as well as the bor-

dering counties of Mississippi, Arkansas and

Missouri. Both programs now have full-

time directors and are in operation.

“In June of 1967, 34 applications for operative

grants were considered by the Mid-South Re-
gional Medical Program and submitted to Wash-
ington for funding. Twenty-six of these original

applications were approved by HEW’s division of

regional medical programs. These 26 project

grants have in turn been accepted by the Execu-
tive Committee and Advisory Group of the Mid-
South Regional Medical Program. The original

budget request of $2,041,140 for the 34 grant ap-
plications was reduced to $1,500,000 by Washing-
ton for the 26 approved projects.

“The rapidity with which these project appli-

cation grants were developed and acted upon in

the Spring of 1967 was a matter of considerable

concern to TMA and this concern has been dis-

cussed freely with the Mid-South RMP staff and
Executive Committee, as well as the TMA Com-
mittee on Regional Medical Programs. It is hope-

ful that similar difficulties will not arise again.

As of January 12, 1968, there were 21 new grant

applications submitted to the Mid-South Regional

Program. These have been received by the Exec-

utive Committee and the Advisory Group in time

for adequate evaluation and study prior to final

action.”

Resolution No. 6 was presented for con-

sideration by the House of Delegates by the

Committee on Regional Medical Programs.

The Chairman of the Committee pointed

out that to date, TMA had not adopted any

policy concerning regional medical pro-

grams and that he felt it of extreme impor-

tance for the House of Delegates to give due

consideration to the resolution which may
help to eliminate difficulties that have pre-

viously arisen and result in a more explicit

understanding between the groups con-

cerned.

THE HOUSE accepted the report.

Special Committees Not Reporting

1. Committee on Youth and Education

2. Claims Review Committee
3. Liaison Committee to Medical Schools

SPECIAL REPORTS

Report of Woman's Auxiliary to

Tennessee Medical Association

Mrs. Carl Hartung, Sr., President

Activities and accomplishments of the

Woman’s Auxiliary to TMA were presented

by Mrs. Carl Hartung, Sr., President.

These included:

—Over 35,000 students have viewed two educa-
tional films on the subject of venereal diseases. A
physician or registered nurse was required at the

showing of each film to answer questions which
always followed.

—The Health Careers Committees concentrated on
the health manpower crisis. Through the Aux-
iliary’s Health Career Clubs and Health Career
Days many students become interested in allied

health careers. Guidance teachers cooperate by
referring interested students to Auxiliary mem-
bers for counsel. In turn, visits are arranged to

hospitals, laboratories—or a day’s visit in a physi-

cian’s office, if becoming a physician is his choice.

By hard work in a variety of fund raising proj-

ects, the Auxiliary has over $30,000 available for

loans of full scholarships.

—Promoted and stimulated interest in the annual
Health Project Contest.

—Over 600 Girl Scouts received certificates for

GEM’S Course, (Good Emergency Mother Substi-
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tutes). Candystripers are trained for hospital and

nursing home volunteer service.

—Milk is provided daily for 18 students in a class

for retarded. Contributions were made to a Re-
tarded School building fund, and books on Psy-

chiatric Nursing were given a Nurses Library.

—8,206 pounds of sample drugs, hundreds of bars

of soap, 2,248 knitted leper bandages and torn

bandages, and medical journals were shipped to

World Medical Relief. Efforts are being made to

locate “not in use” short wave equipment to be

used by physicians including medical missionaries

in outlying foreign areas.

“If you know someone who has short wave
equipment, please notify an Auxiliary member.
Consultation is available through short wave to

Duke University School of Medicine and Duke ac-

cepts the equipment as a tax deductible item to

the donor.”

—Tennessee continues to remain on top in contri-

butions to the AMA-ERF. As of March 8th the

Auxiliary’s total contribution was $17,197.97.

—Striving for better health for the physician and

his wife, the Auxiliary sponsored a campaign for

yearly physicals.

Quoting Mrs. Hartung: “We are not afraid

of hard work. One Auxiliary spent one full

day with mops, brooms, and rags, cleaning

a house donated for a Mental Health Clinic.”

“1,590 Auxiliary members have made
these reported accomplishments possible.

It is hoped that you have recognized the im-

portance of Auxiliary work and will re-

quest an organized Auxiliary in your area.

If an Auxiliary is not feasible, Member-at-

Large membership is available. Please ex-

tend to your wife a cordial invitation to join

us in our business sessions and social activi-

ties at Holiday Inn during this annual meet-

ing.”

The President expressed appreciation to

Dr. K. M. Kressenberg, TMA President, and

to the members of the Advisory Committee

to the Woman’s Auxiliary for their interest

and availability for counsel during the year.

THE REFERENCE COMMITTEE on Reports of Special Re-

ports, Wm. H. Edwards, M.D., Chairman, commended the

Woman's Auxiliary for their excellent work and support dur-

ing the year.

THE HOUSE accepted the report.

Report of AMA Delegation

John H. Burkhart^, M.D., Chairman

Since the last session of the TMA House
of Delegates, two meetings of the AMA
House of Delegates were held and were at-

tended by the full complement of eligible

delegates from TMA. The Annual Meeting

was held in Atlantic City, New Jersey in

June, and the Clinical Meeting was held in

Houston, Texas in November.
In view of the fact that every member of

the American Medical Association received

the Journal, the AMA NEWS, and probably

several other periodicals which have al-

ready summarized for them the high points

of the annual and clinical meetings; and
since the TMA Journal had very succinctly

summarized these actions on the yellow

pages, the Chairman briefly enumerated
some of the major happenings and actions

of the two meetings:
—At the Annual Meeting, the House re-elected

Dr. Alvin J. Ingram of Memphis to the office of

Trustee for an additional three-year term. At the

same time. Dr. Dwight Wilbur of San Francisco

was elected President-elect and various other of-

ficers were elected and re-elected as has already

been reported.

—The House updated the AMA 1871 policy on the

subject of therapeutic abortion, an action on
which TMA has followed through in an effort to

do the same thing both as far as TMA policy is

concerned and as far as state legislation is con-

cerned.

—The House considered at length many reports

and resolutions dealing with government health

programs, with Title XIX programs, with Appala-
chian regional health programs, with physician

control over collection and disbursement of

professional fees, with the report of the Millis

Commission, and the Commission on Research,

with the ever-bubbling question of the relation-

ship between Medicine and Osteopathy, with ge-

neric prescribing, and with many other matters.
—-Almost an entire afternoon was spent by a spe-

cial reference committee appointed to consider the

Member Disability Insurance Program.

—In the Clinical Meeting, the House gave per-

mission for the relocation of the AMA-ERF Insti-

tute for Bio-Medical Research from the headquar-
ters adjacent to the AMA headquarters to the

campus of the University of Chicago.

—Several actions were taken relating to medical

education, to health manpower, to health care, to

Medicare and Medicaid, to hospitals, and to many
legislative matters.

“To even mention these with any degree

of descriptive summary would prolong this

report considerably, and members of this

House who are interested in a more detailed

report are referred to issues of the JAMA
which cover this or to the summary of ac-

tions, prepared by AMA and available to

any member.
“This is, admittedly, a brief report but it

is hoped that it will suffice to inform this

House of Delegates that your AMA delega-
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tion has been faithfully about the business

to which you assigned it. All meetings of

the American Medical Association are mile-

stones. The 1967 meetings were no excep-

tion.”

THE HOUSE accepted the report.

Report of Tennessee Medical Association

Student Education Fund

John H. Burkhart, M.D., Chairman

“The TMA Student Education Fund is

now five years old. During this time, it has

loaned $41,900 to 27 different recipients. Of

these, two have failed to complete medical

training for one reason or another and have

either repaid their loan or are in process of

repaying it with regular payments; one died

while in his senior year in medical school

and his loan was repaid by an insurance

policy assigned to the Student Education

Fund. One recipient of the Loan Fund
graduated from medical school in 1964; two

in 1966; and ten in 1967. Five will graduate

in 1968; one in 1969; and five in 1971. The

total loans outstanding at present amount to

$36,400 and there is presently available for

further loans, $17,000. At this annual meet-

ing, new applications will be reviewed and

considered and new loans made, if indi-

cated.

The experience so far with the Tennessee

Medical Association Student Education

Fund has been most gratifying. Those who
have been recipients of the loans have in all

cases needed this money rather desperately,

particularly during their first year in medi-

cal school when a loan is almost impossible

to obtain from any other source without

co-signers, collateral and/or high interest

rates. These notes are all non-interest

bearing and so far each of the recipients has

fulfilled his or her obligation in the repay-

ment of the notes after graduating from

medical school. It is the opinion of the

Board of Directors of the Student Education

Fund that this is one of the more worthwile

activities of the Tennessee Medical Associa-

tion.”

THE HOUSE accepted the report.

Abstract of the Minutes of the Meeting of the Board of

Trustees, Tennessee Medical Association

—

Read House—Chattanooga, Tennessee

April 21, 1968

The Board of Trustees of the Tennessee

Medical Association convened for the regu-

lar second quarter meeting, following the

TMA Annual Meeting, on Sunday, April 21,

1968.

Members of the Board present were:

Francis H. Cole, M.D., Memphis
Robert L. Chalfant, M.D., Nashville

Thomas J. Ellis, M.D., Johnson City

K. M. Kressenberg, M.D., Pulaski

O. M. McCallum, M.D., Henderson

Tom E. Nesbitt, M.D., Nashville

Edward T. Newell, Jr., M.D., Chattanooga

John H. Saffold, M.D., Knoxville

Wm. T. Satterfield, Sr., M.D., Memphis
Jas. N. Thomasson, M.D., Nashville

Chas. A. Trahern, M.D., Clarksville

Dr. O. M. McCallum, Henderson, was
named Chairman of the Board; Dr. John H.

Saffold, Knoxville, Vice-Chairman; and Dr.

Robert L. Chalfant, Nashville, was re-

elected Treasurer.

The following were nominated and
elected to compose the committees of the

Board: Executive Committee—Drs. O. M.
McCallum, Francis H. Cole, Robert L. Chal-

fant, K. M. Kressenberg and Edward T.

Newell, Jr.; Finance Committee—Drs. Chal-

fant, Newell, and Wm. T. Satterfield, Sr.;

Committee on Planning and Development
—Drs. Kressenberg, Tom E. Nesbitt, John
H. Saffold, G. Baker Hubbard of Jackson,

and Chas. C. Smeltzer, Knoxville; Advisory
Committee to OASI—Dr. Jas. C. Gardner,
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Nashville, Dr. Harmon L. Monroe, Erwin,

and Dr. R. B. Wood, Knoxville; Publications

Committee—Dr. Addison B. Scoville, Jr.,

Nashville, Dr. James M. Hudgins, Nashville,

Dr. James A. Robertson, Memphis, Dr. R. H.

Kampmeier, Nashville, ex-officio; and Mr. J.

E. Ballentine, Executive Director, TMA,
ex-officio.

Three Trustees were reappointed as Divi-

sion Coordinators. They are: Dr. Thomas
J. Ellis—Division on Scientific Advance-

ment; Dr. Charles A. Trahern—Division on

Legislative Affairs; Dr. Robert L. Chalfant

—Division on Communications and Public

Service. Dr. Wm. T. Satterfield, Sr., was
appointed coordinator of the Division on So-

cio-Economics, Insurance and Medical Serv-

ice; and Dr. John H. Saffold was named
coordinator of the Division on Governmen-
tal Medical Affairs.

(1) Completed appointments to the

Standing and Special Committees of the As-

sociation for 1968-69—Considered establish-

ment of a Committee on Continuing Medi-

cal Education and appointed a Chairman of

the Committee with the other members to

be appointed following a workshop planned

by AMA Established a Committee on

Comprehensive Health Planning to work
with the State Health Planning Council.

(2) Considered and approved the First

Quarter Financial Statement for 1968.

(3) Appropriated an additional $1,000 in

1968 for a Workshop proposed for IMPACT
and suggested that in 1969 the educational

and administrative budget of IMPACT be

brought back to the amount of 1967.

(4) Allocated $500 per year to the Wom-
an’s Auxiliary to help defray their adminis-

trative expenses.

(5) Approved continuation of the $100

sustaining membership in Student Ameri-

can Medical Association in 1968, and di-

rected that a Committee be appointed to

report to the Board regarding the feasi-

bility, the need and requirements of the

SAMA Chapters.

(6) Discussed an increase in Journal

printing costs and approved an increase in

the Journal subscription rate.

(7) Considered a letter from the Director

of Medical Affairs of Vanderbilt University

School of Medicine re special faculty meet-

ings to be held on five principal topics, in-

cluding the private practice of medicine

by members of the full-time staff of the

University—Directed the Chairman of the

Board to acknowledge the letter stating that

the TMA is vitally concerned with the deci-

sions the University makes in this regard;

that it affects the health care of all persons

in the state and it is the business of the en-

tire medical profession to participate in the

discussions; that representatives of the As-

sociation will be glad to attend the meetings

if invited; and to make certain that the pol-

icy position of the TMA and the AMA be

recognized and maintained.

(8) Directed the Committee on Planning

and Development to (1) study the entire

format of the annual meetings, and (2) con-

sider Resolution No. 13, adopted by the

House of Delegates, authorizing the Board
of Trustees to proceed with plans to expand
the headquarters building at such time that

the Board finds it necessary in administer-

ing the affairs of the Association, provided

it is fiscally feasible.

(9) Approved a request from the Com-
mittee on Emergency Medical Services to

recommend TMA representatives for ap-

pointment to the Advisory Committee on

Emergency Medical Services, to be ap-

pointed by the Governor to work with the

Commissioner of Public Health and the

Highway Safety Coordinator on a proposed

study on emergency medical services.

(10) Directed the Chairman of the Board

and the Executive Director, in consultation

with the Commissioner of Public Health, to

appoint one or more TMA representatives

to meet with and advise the Tennessee In-

teragency Council on Smoking and Health.

The appointment of these representatives

to the Council was approved by the House
of Delegates in Resolution No. 2.

(11) Requested the Attorney for the As-

sociation to study the proposed Code of

Cooperation between the Tennessee Bar As-

sociation and the Tennessee Medical Asso-

ciation and advise the Board at its next

quarterly meeting.

(12) Referred the guidelines re over-utili-

zation and over-charging under Medicare

back to the Utilization Review Committee
for further study and a report to the Board
of Trustees in July.

(13) Following a request from the Direc-
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tor of the Mid-South Regional Program, rec-

ommended physicians for appointment as

consultants on the heart, cancer and stroke

committees. The recommendations were in

addition to a slate of nominees submitted to

the Director of the Program in November.
O. M. McCallum, M.D., Chairman
J. E. Ballentine, Executive Director

Abstract of Minutes of Council Meetings

Tennessee Medical Association

Read House—Chattanooga—April 18-20, 1968

The Council of the Tennessee Medical As-

sociation convened, April 18, 1968 in the

Read House Hotel, Chattanooga, with Dr. B.

G. Mitchell presiding in the absence of the

Chairman. The following members of the

Council were present; Dr. J. Marsh Frere,

Second District; Dr. Edward G. Johnson,

Third District; Dr. John Derryberry, Fifth

District; Dr. Carson E. Taylor, Seventh Dis-

trict; Dr. Byron O. Garner, Ninth District;

and Dr. B. G. Mitchell, Tenth District.

The Council discussed ethical problems

previously presented and heard reports

from the Councilors on efforts to resolve

these problems. The practice of osteopathy

in the State of Tennessee in general was
discussed. The question of the practice of

podiatry and the position of these practition-

ers on hospital staffs was also discussed. It

was the opinion of the Council that podiatry

in general represents cult practice and that

they should be discouraged from active

participation on the hospital level. The
Council recommended that the Board of

Trustees notify the individual county socie-

ties of this general consensus.

Extended care facilities under the Medi-

care Law was discussed and it was the opin-

ion of the Council that an investigation of

services as offered by these facilities in the

State of Tennessee should be investigated

by the Hospital Committee. Many of these

relatively small units are attempting to

maintain laboratory and radiological facili-

ties which are probably unnecessary, costly

and poorly managed.

Separate billing by radiologists and path-

ologists of the State was discussed and a re-

port revealed that approximately 62% of

the radiologists of the state are now doing

complete separate billing. It was suggested

that the new chairman of the Council re-

quest a report from these two speciality so-

cieties as to their progress in this area.

B. G. Mitchell, M.D.

Secretary of the Council

Meeting of the Council

April 20. 1968

A meeting of the Council was held on

April 20, 1968 with Dr. B. G. Mitchell serv-

ing as interim chairman for the purpose of

election of new officers. Dr. Mitchell was
elected Chairman and Dr. Claude M. Wil-

liams of Cookeville, Secretary.

Councilors present were: Dr. Edward G.

Johnson, Third District; Dr. Claude M. Wil-

liams, Fourth District; Dr. George L. Smith,

Fifth District; Dr. Carson E. Taylor, Sev-

enth District; and Dr. Mitchell, Tenth Dis-

trict.

The newly elected members of the Coun-

cil were advised of the duties and responsi-

bilities of the Council, as well as matters

under consideration at the present time.

The possibility that the Council might be-

come involved in matters relating to over-

utilization was discussed and the Council

felt that if ethical problems relating to

over-utilization developed, that such prob-

lems should be properly considered by the

Council.

The Councilor of the Fifth District pre-

sented a problem existing in his area and it

was the opinion of the Council that this

matter should be resolved at the local level

if at all possible.

Claude M. Williams, M.D.

Secretary of the Council



1968 TMA Annual Meeting—House of Delegates Composition

1st Session: April 18

EAST TENNESSEE GRAND DIVISION

County Attended Attended

Society Delegate 1st Session 2nd Session

Blount R. H. Haralson yes yes

Bradley William A. Garrott yes yes

Campbell Burgin H. Wood yes yes

Chattanooga-

Hamilton Harry A. Stone yes yes

David P. McCallie yes yes

Durwood L. Kirk yes yes

Frank B. Graham yes yes

George C. Young yes yes

C. Robert Clark yes yes

David H. Turner yes yes

Edward T. Newell, Jr.
®

yes yes

Edward G. Johnson
®

yes yes

William J. Sheridan
'®

yes no

A. M. Patterson
'®

yes no

Cocke W. B. Robinson no no

Greene Hal Henard no no

Hamblen J. W. Richardson no no

Hawkins W. E. Gibbons no no

Knoxville

Academy H. L. Neuenschwander yes yes

Charles C, Smeltzer yes yes

Norma B. Walker yes yes

Walter H. Benedict no yes

Jacob T. Bradsher yes yes

George A. Zirkle yes yes

Perry M. Huggin yes yes

John 0. Kennedy yes yes

John H. Saffold’ yes yes

John H. Burkhart® yes yes

J. Marsh Frere, Jr.
®

yes no

Ralph H. Monger '®
no no

McMinn Milnor Jones yes no

Monroe F. Houston Lowry (Alt.) yes yes

Roane-

Anderson Raymond A. Johnson yes yes

Joe E. Tittle yes yes

Scott Roy McDonald no no

Sevier Charles L. Roach no yes

Sullivan-

Johnson E. Kent Carter yes yes

B. Y, Cowan yes yes

Ellis U. Harr no no

Washington-

Carter-Unicoi Charles E. Allen yes yes

Gilbert A. Rannick yes yes

E. L. Caudill, Jr. no yes

Thomas Potter, Jr. (Alt.) yes
’ —

Thomas J. Ellis’ yes yes

J. J. Range ®
no no

County

MIDDLE TENNESSEE GRAND DIVISION

Attended Attended

Society Delegate 1st Session 2nd Session

Bedford John S. Derryberry yes yes

Benton-

Humphreys James J. Lawson yes yes

Coffee Ralph L. Brickell, Jr. yes yes

Cumberland R. Gene Cravens (Alt.) yes yes

Nashville

Academy Luthur A. Beazley, Jr. yes yes

William H. Edwards yes yes

Roy W. Parker yes yes

C. Gordon Peerman yes yes

David R. Pickens yes yes

Greer Ricketson yes yes

Frank C. Womack, Jr. no yes

Robert Sadler (Alt.) yes no

James W. Ellis (Alt.) yes yes

Harry T. Moore, Jr. (Alt.) yes yes

Clarence Woodcock (Alt.) yes yes

Edmund Benz (Alt.) no yes

Robert M. Roy (Alt.) no yes

(Two delegate seats unfilled 1st Session)

James N. Thomasson * yes yes

Tom E. Nesbitt” yes yes

Robert L. Chalfanf^ yes yes

William 0. Vaughan “ yes no

W. C. Dixon’® no no

2nd Session: April 20

L. W. Edwards no no

N. S. Shofner no no

Daugh W. Smith no no

Charles C. Trabue, IV

'

® yes yes

R. H. Kampmeier’" yes yes

Nat T. Winston, Jr.
”

no no

Dickson W. M. Jackson yes no

Fentress Guy C. Pinckley no no

Franklin George L. Smith yes yes

Giles William K. Owen (Alt.) yes yes

K. M. Kressenberg’ yes yes

Hickman-Perry Parker D. Elrod yes yes

Jackson J. D. Crabtree no no

Lawrence B. P. Davidson yes yes

Carson E. Taylor
®

yes yes

Lincoln Anne U. Bolner yes yes

Macon Charles Chitwood no no

Marshall K. J. Phelps yes yes

Maury John 0. Viniliams yes yes

Montgomery B. Tillman Hall yes yes

Charles A. Trahern ’
yes yes

Overton Will G. Quarles no no

Putnam William A. Hensley yes no

Claude M. Williams
®

yes yes

Robertson Robert Elder no no

Rutherford Carl E. Adams yes yes

Smith D. Gordon Petty (Alt.) yes no

Sumner Halden W. Hooper yes yes

Warren W. B. Bigbee yes yes

White C. B. Roberts yes no

Williamson J. L. Willoughby yes yes

R. H. Hutcheson” yes yes

Wilson T. R. Puryear yes yes

WEST TENNESSEE GRAND DIVISIDN

County Attended Attended
Society Delegate 1st Session 2nd Session

Consolidated Lee Rush, Jr. yes yes
Thomas K. Ballard yes yes

Julian K. Welch yes yes

0. M. McCallum ’
yes yes

Charles Hickman® no no

John R. Thompson, Jr.
’ " no no

G. Baker Hubbard yes yes

Henry Arthur C. Dunlap yes yes

Memphis-
Shelby J. Malcolm Aste yes yes

Wm. T. Satterfield, Sr. yes yes

A. Roy Tyrer, Jr. yes yes

Roland H. Myers yes yes

John D. Young no yes

C. D. Hawkes yes yes

Gilbert J. Levy yes yes

Howard A. Boone yes no

Jean M. Hawkes yes yes

Harold B. Boyd yes no

Alvin J. Ingram yes no

John B. Dorian (Alt.) no yes

Allen S. Edmonson (Alt.) no yes

John D. Peeples, Jr. (Alt.) yes yes

Tinnin Martin, Jr. (Alt.) yes yes

E. W. Gadberry (Alt.) yes yes

E. W. Fowinkle (Alt.) yes yes

(Three delegate seats unfilled both sessions)

R. L. DeSaussure® yes yes

Francis H. Cole’ yes yes

B. G. Mitchell® yes yes

Bland W. Cannon® yes no

H. B. Everett’® no no

W. L. Williamson
’°

no no

Ernest G. Kelly no no

Northwest

Academy J. Kelley Avery yes yes

J. C. Moore yes yes

Howard Ragsdale ®
yes yes

Byron 0. Garner® yes no

Tipton Warren Alexander no no

Weakley Nathan Porter no no

Ex-Officio Delegates: ’ President; President-Elect; ® Vice-Presi-

dent; ’Secretary; “Speaker of House; ® Vice-Speaker; Board

of Trustees; ® Councilor; ®AMA Delegate; Past-President;
” Commissioner of Public or Mental Health.
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News e# Interest to teeters In Tennessee
NEW OFFICERS ELECTED FOR 1968-69 . . . Installed Dr. Edward T. Newell,
Jr., Chattanooga, as President; elected Dr. Francis H. Cole, Memphis,
President-Elect; re-elected Dr. Tom E. Nesbitt, Nashville, Speaker of
the House of Delegates and Dr. R. L. DeSaussure, Memphis, Vice-Speaker
of the House; elected Vice-Presidents; Drs. Madison S. Trewhitt, Cleve-
land; John S. Derryberry, Shelbyville and W. B. Acree, Ridgely. Dr.
James N. Thomasson, Nashville, was re-elected Secretary.

BOARD OF TRUSTEES . . . Dr. John H. Saffold, Knoxville, was elected for
a three year term on the Board; Dr. William T. Satterfield, Sr., Mem-
phis, was elected on the Board to complete the term of Dr. Francis Cole.
Dr. 0. M. McCallum, Henderson, v;as named Chairman of the Board and Dr.
Saffold was named Vice-Chairman . . . COUNCILORS; Newly elected Coun-
cilors were . . . First District—Dr. Alvin S. Crawford, Bristol; Third
District—Dr. Edward G. Johnson, Chattanooga; Fifth District—Dr. George
L. Smith, Winchester; Seventh District—re-elected Dr. Carson E. Taylor,
Lawrenceburg ; Ninth District—Dr. Lawrence W. Jones, Union City.

^ 5*5 ^ ^

AMA DELEGATES . . . Dr. John H. Burkhart, Knoxville and Dr. Tom E. Nes-
bitt, Nashville, were re-elected for two-year terms as delegates to the
American Medical Association. Alternate delegates elected were; Dr.
Harmon L. Monroe, Erwin and Dr. A. Roy Tyrer, Jr., Memphis.

^ ^ ^

OUTSTANDING PHYSICIAN-OF-THE-YEAR—AND DISTINGUISHED SERVICE AWARD . . .

Dr. R. H. Hutcheson, Franklin, Commissioner of Public Health of the
State of Tennessee, was elected by the House of Delegates to receive
the Outstanding Physician-of-the-Year Award for 1968 . . . Dr. William
T. Satterfield, Sr., Memphis, was selected by the Board of Trustees to
receive the Distinguished Service Award for his many contributions to
medicine and the public. These awards were presented at the President’s
Banquet on the evening of April 20.

.JU
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1968 ANNUAL MEETING TOTAL ATTENDANCE—840 . . . Total physician regis-
tration at the Annual Meeting in Chattanooga, April 18-20, resulted in
553 doctors in attendance. This number included 28 guest physicians.
Including non-professional, exhibitors, and Woman’s Auxiliary members
brought the final total for attendance at the Annual Meeting to 840.

RESOLUTIONS ADOPTED ON SOCIO-ECONOMIC ACTIVITIES ... The House of
Delegates, in adopting a report of the Committee on Health Insurance,
expressed a preference for health insurance on a contract basis as the
best available method of implementing Title XIX, regardless of whether
premiums are paid in full by the state or partially by the state and the
patient . . . Adopted a resolution calling for physician representation
on hospital boards . . . Adopted as policy a modified version of AMA
guidelines for medical staffs and hospitals with intern and resident
training programs . . . Adopted a resolution regarding regional medical
programs which calls for evidence of county medical society approval
prior to the submission of project grant applications to the regional
medical program . . . The policy, in calling for a greater role by
county societies and health and hospital planning councils in considera-
tion of grant applications, further requests that the TMA be supplied



with all pertinent information relative to the activities, development
and progress of regional medical programs within the state . . . Adopted
as temporary policy, utilization guidelines for emergency care facili-
ties, nursing home, home calls and injectables . . . Urged individual
hospital medical staff to establish plans for physician coverage of
emergency room facilities including the hiring of physicians if neces-
sary . . • Adopted a resolution asking AMA to work toward a Medicare
payment mechanism whereby patients may authorize direct payment of bene-
fits to physicians in the same manner available in medical prepayment
plans ... In the medical practice area, the House adopted as policy
the action of the Council on Drugs of the AMA regarding labeling of pre-
scriptions, and encouraged Tennessee physicians to label prescriptions
when it would be to the patient's welfare.

:|c 3|e 4e «

OTHER HOUSE OF DELEGATES ACTION . . . TMA offered its assistance in
establing active Chapters of the Student American Medical Association in
its three medical schools in Tennessee and would invite officers of the
Chapters to attend future TMA meetings . . . Voted to open its sessions
of the House to representatives of the Press . . . Urged American Medi-
cal Association membership by active members of county societies . . .

The House of Delegates approved the dates of April 10-11-12, 1969, to
conduct the Annual Meeting in Gat 1 inburg.

*

ADDITIONAL RESOLUTIONS INCLUDED . . . Approved a resolution calling for
the appointment of one or more TMA members to meet with and advise the
Tennessee Interagency Council on Smoking and Health . . . Adopted a
resolution urging physicians in Tennessee to involve themselves in the
political processes that determine government, and that they seek elec-
tive offices when this is feasible . . . Approved a resolution authoriz-
ing the Board of Trustees to proceed with plans to expand the TMA Head-
quarters building in Nashville at such time that the Board finds it is
necessary in administering the affairs of the Association, provided it
is fiscally feasible . . . THIS ISSUE OF JOURNAL CONTAINS M
STRACT ^ ACTIONS AND REPORTS ACTED UPON m ^ HOUSE OF DELEGATES.

# :|c :fc %

THE PHYSICIAN IS THE SOLE ARBITER AS TO THE WAYS IN WHICH HE MAY DIS-
POSE OF HIS PROFESSIONAL INCOME . . . Without duress, consistent with
the laws of the land and the Principles of Medical Ethics of the Ameri-
can Medical Association. Other guidelines set up by the AMA House of
Delegates on the collection and disbursement of professional fees are
these; The physician may establish the fee which he charges to any pa-
tient for the professional service rendered, with recognition of the
fact that a duly constituted committee of his peers may appropriately
review and pass on the equity and justice of his charge . . . Third
party agencies may make payment of fees on behalf of patients though the
liability for payment rests primarily with the patient or his family
. . . The physician may work cooperatively with other physicians in a
team approach to the provision of medical service, with each physician
entitled to compensation according to the value of his services, and the
charges attributable to each physician's service shall be made clearly
known to the patient . . . The physician providing personal supervision
and direction for a physician-in-training may charge for the profes-
sional medical service rendered.
The AMA House also noted that a physician should not enter into a con-
tract or agreement with a hospital whereby the hospital acts as the
agent for him, unless it is with consent of the physician and of the
medical staff. Physicians, collectively in hospitals, may properly es-
tablish special medical staff funds, wholly under their own control,
v/hich they may support as they see fit, disburse as they may agree.
Fees for professional medical services are properly paid only to the re-
sponsible physicians and may not be appropriated by any other person or
agency.



Hadley Williams, Public Service Director

REGIONAL MEDICAL PROGRAM ADOPTS NEW POLICIES ... The advisory group
of the Mid-South Regional Medical Program met in Nashville May 17 and
adopted new policies regarding development and review of operational
grant applications received by the program. In addition, three study
groups for heart disease, cancer and stroke were appointed to aid in the
review process of grant applications. Under the new policies, grant ap-
plications will be reviewed by one of the study groups which will be
composed of 16 individuals knowledgeable in the particular area of con-
cern. This process will include site visits by the study group and
determination of the scientific objectives as well as the project’s
method of implementation. The new process will aid the overall advisory
group considerably in making a determination regarding funding of the
project. The study groups will contain six (6) representatives nomi-
nated by the Tennessee Medical Association. The recently adopted TMA
resolution regarding Regional Medical Programs was received for informa-
tion by the advisory group. The next meeting of the advisory group was
set for November 14, 1968.

COMMUNITY HEALTH WEEK TO BE OBSERVED OCTOBER 20-26 ... The week of
October 20-26 has been designated by the AMA’s Board of Trustees for
the sixth annual observance of Community Health Week. For 1968 three
timely themes will be included—health education programs on drug abuse,
physical fitness, and the rewarding career opportunities in medicine
and allied fields. For all county medical societies wishing to partici-
pate in this excellent medical-PR opportunity the AMA will forward a
comprehensive kit of program aids designed to simplify planning and pro-
motional activity at the local level. Now is the time for local socie-
ties to begin forming committees to implement the program.

AMA SPONSORS REGIONAL LEGISLATIVE CONFERENCE ... A regional legisla-
tive conference was sponsored by the AMA May 24th in Atlanta for physi-
cians and staff members responsible for legislative activities. The
one-day affair saw AMA Washington legislative representatives James
Foristel and Darrell Coover discuss the Congress in operation and what
happens to a bill in Congress while Bernie Harrison, AMA Legislative De-
partment Director, discussed American medicine as it relates to Federal
health legislation. The right and wrong way to visit a Congressman was
demonstrated and analyzed by an evaluation panel. Several members of
the AMA’s Council on Legislative Activities participated in the meeting
which closed with a panel discussion centering on organizing for effec-
tive results.



GROUP PRACTICE AIDS . . . The Legal Research Department of the AMA has
available models for partnership agreements and articles of incorpora-
tion for those physicians considering going into group practice. The
model partnership is intended as an aid to lawyers who prepare special
partnership agreements for physicians. The model articles of incorpora-
tion is intended as an aid for physician’s attorneys in those states
which permit the formation of special professional associations. Copies
of both models are available by writing the AMA Law Division, 535 N.

Dearborn St., Chicago, 60610.

HEALTI^ PROJECT CONTEST RECIPIENT WRITES ... The following was received
from Miss Mary Margaret Tevis, one of two student representatives of
Knoxville Catholic High School that attended the TMA annual meeting to
receive the first place award of |500 for their school’s winning entry
in the 15th annual Health Project Contest: "I want to thank you so much
for such a memorable trip to Chattanooga. We really had the time of our
lives. The luncheon was wonderful and the banquet was simply elegant.
More than anything else—and I know that I speak for the entire faculty
and student body at Knoxville Catholic High when I say this—I want to
thank the Woman’s Auxiliary and the Tennessee Medical Association for
the very generous check we received for our project. Since the money
will be spent in renovating our cafeteria, I know the hours spent there
will be more enjoyable because of your kindness.”

YOUR TAX DOLLARS . . . According to the Tax Foundation, federal income
tax paid on $10,000 income last year was broken down this way: $623 for
defense, $117 for interest on the national debt, $93 for health, labor
and welfare, $51 for veterans services, $44 for the space program, $40
for international affairs, $34 for commerce and housing, $29 for natural
resources, $26 for agriculture, $23 for education, another $23 for gen-
eral government cost and $11 for miscellaneous governmental expenses.

SOMETHING FOR NEW MEDICAL SOCIETY MEMBERS ... As an aid to county
medical societies the AMA has developed an excellent new publication en-
titled "The Physician’s Career" which is designed as a teaching outline
on medical practice and community relations for physicians and medical
students. "The Physician’s Career" required more than two years to de-
velop after the AMA House of Delegates suggested that teaching outlines
of informative material on medical ethics, medical civics and socio-
economic aspects of medical practice be provided medical schools and
medical societies for orienting students and recent graduates to non-
scientific aspects of the physician’s career. The 15-chapter book is
divided into two parts—-The Practice of Medicine and The Physician in
the Total Community. Among the topics included in the book are chapters
on patterns of medical practice, medical ethics, medical staff organiza-
tion and responsibilities, business aspects of medical practice, medico-
legal obligations and relations, governmental health programs, medical
cultism and quackery, and personal, family and civic responsibilities.
The AMA is encouraging county medical societies to utilize "The Physi-
cian’s Career" as a springboard of ideas for orientation for newly in-
stalled members. Copies are available by writing the AMA.
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ANNUAL
MEETING

HIGHLIGHTS

Drs. G. Baker Hubbard of Jackson, Kenneth M.
Kressenherg of Pulaski, and Fdv.ard T N'cnclL

jr. of ChattantM)ga at the social hour prior to the

President’s Banquet.

t ne 1 m.'S ociaiu iiu-steej jj-

liam T. Satterfield of Memphis v\ith a Dis-

tinguished Service Award. The Cliairman of the

Hoard, Dr. Francis H. (iolealsoof Meinphismade

die presentation. Dr. ('.ole s\as also named Pres-

ident-Elect.

S(xaker of the I louse of Delegates, Dr. Tom
E. Nesbitt of Nashville, presenttai Dr. K, I I.

Hutcheson, Tennessee Commissioner of
, , , , , , m

Pt.hiic 1 lealth, ss uh the Assttcation’s Out-
‘ h^»t^rhekl proudly

standing Physician-of-titc-Vear Award

Cliin.i.s ot the meeting and the Presitknf's B.impiet

presentation oi the ga\ el to the new I'M A President,

ward T. Nest ell. jr, bv the retiring President, Dr,

K resscnber<>.

dispi.iy-

as the]

Dr. lid-!

, K.,M.i
I

Twostudl'nt reprcscfitatives of Kntjxs illc Catholic High School, MissM.iry

Margaret Tevisand .Miss Susan .Marshall accepted a check in the amount of

S500 from T.MA Tre^asurcr, Dr. Robert L. Chalfantof Nashvilieas first place

in tlif 14th annual Health Project Contest.
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TENNESSEE VALLEY MEDICAL ASSEMBLY
(Sponsored by the Chattanooga and Hamilton County Medical Society, Inc.)

MEMORIAL AUDITORIUM, CHATTANOOGA TENNESSEE
Friday, September 13, and Saturday, September 14, 1968

16TH ANNUAL ASSEMBLY
Friday, September 13, 1968

7:30 REGISTRATION BEGINS

9:00 Dwight L. Wilbur, M.D., Pres. American Med.
Assn., San Erancisco, Calif., “Medicine and the

Government”

9:30 Oliver H. Beahrs, M.D., Prof, of Surg., Mayo
Graduate School of Medicine, and Head, Div. of

Surg., Mayo Clinic, Rochester, Minn., “Surgical

Mayiagenient of Parotid Tumors”

10:00-10:30 INTERMISSION-REVIEW EXHIBITS

10:30 Robert S. Stempfel, Jr., M.D., Prof. Pediatrics

and Assoc. Prof. Physiology, Duke Hosp., Dur-
ham, N. C., “Genital Ambiguity: Sex Assignment
and the Physician”

11:00 George V. Taplin, M.D., Lab. Nuclear Med. and
Radiation Biology, UCLA, Los .\ngeles, Calif.,

“The Role of Nuclear Medicine in Unilateral

Renal Disease”

11:30 John D. Young, Jr., M.D., Prof. Urology, Univ.
of Maryland, Baltimore, Md., “Contributing
Causes and Treatment of Urinary Tract In-

fections”

NOON Luncheon Symposiums—$4.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

Symposium No. 1 “MANAGEMENT OF CORONARY
HEART DISEASE”
Guest Panelists: Bernard Lown, M.D.

Dwight L. Wilbur, M.D.
Robert H. Furman, M.D.

Moderator: Phillip H. Li\tn(,ston, M.D.

Symposium No. 2 “NEW METHODS AND TREAT-
MENT OF CANCER”
Guest Panelists: Oliver H. Beahrs, M.D.

J. Englebert Dunphy, M.D.
Albert I. Mendeloff, M.D.
Robert D. Sullivan, M.D.

Moderator: Joseph J. Dodds, M.D.

2:00 Bernard Lown, M.D., Assoc. Prof, of Cardiology,

Harvard School of Public Health, Dept, of Nu-
trition, Boston, Mass., “The Use of Digitalis Gly-

cosides”

2:30 I. V. PoNSETi, M.D., Prof., Dept. Orthopedic
Surg., Univ. of Iowa, Iowa City, Iowa, “Skeletal

Growth Anomalies in Children”

3:00-3:30 INTERMISSION-REVIEW EXHIBITS

3:30 P. E. Bernatz, M.D., Assoc. Prof, of Surg., Mayo
Graduate School of Medicine and Cons. Sect, of

Surg., Mayo Clinic, Rochester, Minn., “Aortoiliac

Repair”

4:00 Panel Discussion: “DIAGNOSIS AND MANAGE-
MENT OF THROMBOEMBOLISM”
Panelists: George V. Taplin, M.D.

P. E. Bernatz, M.D.
Bernard Lown, M.D.
Robert H. Furman, M.D.

Moderator: P.\ul M. Aggeler, M.D.

Saturday, September 14, 1968

7:30 REGISTRATION
9:00 J. Englebert Dunphy, M.D., Prof, and Chmn.,

Dept. Surg., Univ. of Calif., San Francisco, Calif.,

“The Management of Upper and Lower Gastro-

intestinal Hemorrhage”

9:30 Albert I. Mendeloff, M.D., Dir., Div. of Gastro-

enterology, Dept, of Medicine, Johns Hopkins
Univ., Baltimore, Md., “Aspects of Inflammatory
Boicel Disease”

10:00-10:30 INTERMISSION-REVIEW EXHIBITS
10:30 M. B. Dockerty, M.D., Prof. Pathology, Univ.

of Minn. School of Medicine, Mayo Graduate
School, Rochester, Minn., “Colonic Polyps—Be-
nign and Malignant”

11:00 Denis Cavanagh, M.D., Prof, and Chmn., Dept.
Gynecology-Obstetrics, St. Louis Lhiiv. St. Louis,

Mo., “Septic Shock in the Pregnant Woman.”

11:30 Robert H. Furman, M.D., Assoc. Dir. of Re-
search, Head of Cardiovascular Sect., Okla. Medi-
cal Research Fdn., Okla. City, Okla., “A Practical

Approach to the Prophylaxis of Coronary Artery

Disease”

NOON Luncheon Symposiums—$4.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

Symposium No. 3 “RHEUMATIC DISEASES TODAY”
Guest Panelists: John T. Sharp, M.D.

I. V. PONSETl, M.D.
Moderator: Fay B. Murphey, Jr., M.D.

Symposium No. 4 “DIAGNOSIS AND TREATMENT
OF GI HEMORRHAGE”
Guest Panelists: R. B. Turnbull, M.D.

J.
Englebert Dunphy, M.D.

Albert I. Mendeloff, M.D.
Moderator: Tim

J.
Manson, M.D.

2:00 Byrd S. Leavell, M.D., Prof, and Head, Dept,

of Medicine, Univ. of Virginia, Charlottesville,

Va., “Diagnosis of Patients with Anemia”

2:30 Charles H. Best, M.D., Prof. Emeritus, Head,
Dept. Physiology and Dir., Banting and Best

Dept, of Medical Research, Univ. of Toronto,
Toronto, Canada, “Forty-Seven Years of Insulin”

3:00-3:30 INTERMISSION-REVIEW EXHIBITS
3:30 R. B. Turnbull, M.D., Head, Dept, of Colon and

Rectal Surg., Cleveland Clinic, Cleveland, O.,

“Cancer of the Colo7i: The Influence of the No-
Touch Isolation Technique on Survival Rates”

4:00 Panel Di.scussion: “PROBLEMS IN THE
MANAGEMENT OF DIABETES”
Panelists: Charles H. Best, M.D.

M. B. Dockerty, M.D.
.\lbert I. Mendeloff, M.D.

Moderator: James M. Moss, M.D.

4:00 Alternate Panel
“STAGING AND TREATMENT OF PATIENTS
WITH MALIGNANT LYMPHOMA”
Byrd S. Leavell, M.D., Charlottesville, Va.

“CHEMOTHERAPY OF CANCER”
Robert D. Sullivan, M.D., Boston, Mass.
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Our Responsibility As Voting Citizens

Too many doctors are still complacent in regard to taking a real

interest in voting—1968 is an important election year both from
the point of view of our international and national problems, health

care included. “Vote as you please, but please vote,” is not assum-

ing enough responsibility in the affairs of our nation. It is true in

our democracy that the vote of a welfare citizen is just as effective

as the vote of an educated productive citizen. However, this does

not mean that people in positions of responsibility, respect and
affluence should not do much more than just vote for the candidate

of his choice. I would hope that most doctors are knowledgeable
enough to fall in this latter class and will spend time, energy and
money in behalf of the candidate of their choice, whether Demo-

cratic, Republican or Independent. I also believe that the majority of doctors, due to their

education and experience with people, will be less naive in regard to the political prom-

ises and statements of most candidates and, therefore, will perhaps make less mistakes in

their decision for whom to vote.

On a recent visit in May to Washington with a group of our TMA legislative committee

some startling facts were learned. Many of you may be surprised to learn that we have

some congressmen, Tennessee included, who believe that doctors should be considered as

a commodity, such as wheat and corn, not as individual citizens. In the first week of the

hearings in a Senate subcommittee on Health Care costs, with Senator Ribicoff as Chair-

man, every witness was a critic of our present medical care system. Changes such as na-

tional compulsory health insurance (Rockefeller and Javits), mandatory health insurance

similar to the mandatory automobile liability insurance (Victor Fuchs), designation of

hospitals as public utilities and the setting of fixed physician’s fees (Walter Reuther)

;

making the hospitals the “center” of all health care with physicians on salaries and es-

tablishment of prepaid groups (Cherkosby) were all suggested at public hearings.

To the few of you who have the interest and time to read the president’s page of our

journal, these remarks are not new or startling. However, to the majority of physicians,

especially the busy young doctors of our state, some of these facts may not be known.

Perhaps, you may wish to pass this information on to your colleagues as communication

is difficult to all TMA members. This summer, each of us has a responsibility to work in-

dividually and through such fine organizatio is as Impact, the Ladies’ Auxiliary, etc. to

insure better quality officials at the local, state and national level.

Sincerely,

President
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JUNE, 1968

EDITORIAL

THE ETIOLOGY OF POVERTY-
PSYCHIATRIC CONSIDERATIONS

This morning’s Nashville Tennessean car-

ries a headline story on page one with a

photograph of an open almost empty elec-

tric refrigerator by which is standing a nor-

mal appearing 5-year old. The important

items, however, appear in the accompany-

ing story of a 36 year old father of 8 chil-

dren aged 5 to 17 years.

He had just been discharged after 8 weeks in

Central State Hospital. It is commented that the

family had “just about exhausted all means of

charitable support ... it has been about the

same for the (family) for the last 10 years.”

The manager of the housing project where this

family lives was quoted, this family is “just one

of those families who can’t make it without help.

He would work for a while and then he wouldn’t

be able to.” “The children haven’t had breakfast

for some time. They get free lunches at school.

Supper is mostly potatoes and beans.” The story

describes the father as illiterate and having
“health problems for 10 years.” The man him-
self on interview is quoted as saying, “Nashville

is a big city. It ought to be able to do some-
thing. I can’t get help. I tried to get things done

myself and I don’t want to put anyone out.” He
had a fling at a course in auto-diesel school sup-
ported by Vocational Rehabilitation “but I was
absent more than I was there. I black out and
can’t stand up for long.” (His comments indicate

he may well be on psychopharmacologic drugs.)

He has encountered difficulties in his application

to Aid to Dependent Children.

This kind of story is not new to any phy-
sician who has practiced in hospital clinics

for the truly indigent or the medically in-

digent. The medical history is wearisome
in its monotony and repetition from case to

case. The “floater,” moving from job to job,

after some weeks or months in each, be-

cause of being “misunderstood” by fellow-

workers or the boss. Several years of such

a recurrence of events makes the diagnosis

for any doctor. Then there is the backache
or other complaint, whose significance is

difficult to establish, and the appeal to Aid
to Dependent Children in spite of adding

every year or two a new mouth to feed.

The illiteracy may defy advice on family

planning if a child is visible evidence of vi-

rility, often so necessary to support an inse-

cure personality, leave alone the fears of

what happens to sexuality after tying tubes

or the vas. Nor is it unusual for the story

to tell of money from the limited income
and even from a Welfare or ADC check

going to the purchase of gin!

Those giving this kind of story are sick

people, as sick as if they had Hodgkins dis-

ease, except that the sickness is chronic

until “heart disease, stroke or cancer” come
along to end it. We as physicians have as

much sympathy for these patients and their

families as if they truly had Hodgkins dis-

ease.

The point I wish to make is that politi-

cians and others do not recognize certain

medical facts as they make capital out of

the “tear-jerking” emotions of “starving

children” in an affluent society. Thereby
the recent CBS documentary, and stories

from government and politicians are dis-

honest. One wishes for just one honest poli-

tician to stand up on the floor in Congress

and say: “Gentlemen, let’s face it—among
the several million unemployed in our pop-

ulation of 200,000,000 souls, ‘such-and-such’

a percentage are misfits—sick people suffer-

ing from schizophrenia, psychopathic per-

sonality and other maladaptive character-
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istics. ‘So-and-so’ many millions of mouths
are dependent upon them.”

In 1964, the National Committee Against

Mental Illness* reported the findings of its

survey. “An estimated 18 million people

suffer from some form of mental illness.”

The Committee points to crime, narcotic ad-

diction, divorce, juvenile delinquency, and
alcoholism. It was estimated that 10% of

school children are emotionally disturbed.

That about 3% of our entire population,

5,500,000 children and adults are mentally

retarded.

Of the half million patients admitted to

the non-private mental hospitals in 1963;

23% were for schizophrenia; 23% for cere-

bral vascular disease or senility; 15% alco-

holism; 8% for psychotic disorders other

than schizophrenia; 7% for personality dis-

orders; 3% for mental deficiency, etc. Ob-
viously all persons with mental disease do

not fall into the “poverty group ” Produc-

tive members of society may have episodes

of depression requiring hospitalization.

Even some of the estimated 3,800,000 prob-

lem drinkers contribute to society between
episodes of alcoholism, though 950,000 are

severe alcoholics.

The important consideration is that a

large segment of our population must be ac-

cepted as “sick” in ways not commonly rec-

ognized. Even Time magazine, which gen-

erally does quite a good job of reporting has

either avoided or been ignorant of the medi-

cal causes of poverty. In some eight pages

devoted to “Poverty in America: Its Cause

and Extent” (May 17) ,
the writer does not

face the etiologic factors of mental illness.

Whenever he skirts the matter it is more in

a post hoc propter hoc sense, i.e., result of

poverty rather than its cause. The men-
tally ill pose a much greater problem than

amputees and others with physical disease,

so many of whom have motivation toward a

productive life and have made possible the

brilliant results in vocational rehabilitation.

In addition to mental disease as related to

“poverty” there are psychologic and philo-

sophic aspects to the problem. One might

ask by what right does a free society insist

* What Are the Facts About Mental Illness?

National Committee Against Mental Illness, Inc.

Washington, D. C. 1964. Co-Chairmen—Mrs. Al-

bert D. Lasker and Mrs. Florence Mahoney.

that everyone measure to a given yardstick.

Do we know that every Navajo Indian

wishes to be represented by those of his fel-

lows in the “poverty march!” At best, ac-

culturation of this semi-nomadic people has

been slow. Some of those who finish in the

reservation schools go on to other things.

A generation ago I had as patients In-

dian cowboys, who could read and write

—

they were good cowboys too—farm-workers

and overseers, and teachers in non-Indian

schools. I saw workers in “factories” in

Gallup making beautiful silver and tur-

quoise jewelry sold under supervision of

the Department of Interior and thus free of

exploitation. I visited Indian homes to ob-

serve the weaving, and for purchase of

colorful rugs in Chimayo. I saw the art

in Taos pueblo and the beautiful pottery

characteristic of other pueblos. These were
things some Indians did to my knowledge 40

years ago. Is it possible that others pre-

ferred to tend their flocks of sheep on the

colorful deserts of Arizona and New Mex-
ico—who knows! Must we throttle all

Thoreaus and drain all Walden Ponds?
Dislocations in cultural settings may be

traumatic to the point of “poverty” in the

absence of overt mental disease. We who
saw patients in the Vanderbilt University

Hospital Clinics during World War II came
to recognize the psychosomatic ills of those

who came from “the hills” to work in war
industries and couldn’t “take it”—urbaniza-

tion, gibes of fellow workers, the competi-

tion of piece-work eight hours per day, even
if for good pay, and needed to return home
and pick up the old life.

Every physician knows all this. The only

reason for reviewing such facts is in the

hope of stimulating him to aid in “educa-

tion” of laymen. In service clubs, on school

boards, in church groups, and in other gath-

erings the physician can point up the com-
plexities of “poverty” for which there is no
single explanation nor necessarily a single

solution. The fixed welfare check has not

provided the answer! Will a “guaranteed

annual wage” urged by some industrialists

offer the answer? Time believes that “by

guaranteeing a minimum income to every

one of its citizens, a society as affluent as to-

day’s America can afford ... to keep its

economic cripples well housed, well fed.
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When it’s more than a bad cold

your patient can feel better

ivhile hels getting better

Achroddin
Tetracycline HCl—Antihistamine—Analgesic Compound

Each tablet contains: ACHROMYCIN® Tetracycline HCl 125 mg.; Phenacetin 120 mg.;
Caffeine 30 mg.; Salicylamide 150 mg.; Chlorothen citrate 25 mg.

In bacterial/allergic u.r.i., ACHROCIDIN brings the treatment together in a single prescription

—prompt relief of headache and congestion together with effective control of the tetracycline-

sensitive organisms frequently responsible for complications leading to prolonged disability

in the susceptible patient.

For children and elderly patients you may prefer caffeine-free ACHROCIDIN Syrup. Each
5 cc contains:ACHROMYCIN (Tetracycline) equivalent to Tetracycline HCl 125 mg.; Phen-

acetin 120 mg.; Salicylamide 150 mg.; Ascorbic Acid (C) 25 mg.; Pyrilamine Maleate 15 mg.

Average adult dosage: 2 tablets four times daily, given at

least one hour before, or two hours after meals.
Contraindications: History of hypersensitivity to any
component.
Warning: If renal impairment exists, even usual doses
may lead to liver toxicity. Under such conditions, lower
than usual doses are indicated and, if therapy is pro-
longed, serum level determinations may be advisable.
Hypersensitive individuals may develop a photodynamic
reaction to natural or artificial sunlight during use.

Individuals with a history of photosensitivity reactions
should avoid direct exposure while under treatment,
which should be discontinued at first evidence of skin

discomfort.
Precautions: Some individuals may experience drowsi-
ness, anorexia, and slight gastric distress. If excessive
drowsiness occurs, it may be necessary to increase the
interval between doses. Persons on full dosage should
not operate any vehicle. Use may result in overgrowth
of nonsusceptible organisms. If infections appear during
therapy, appropriate measures should be taken. Infec-
tions caused by beta-hemolytic streptococci should be
treated for at least 10 full days to help prevent rheumatic

fever or acute glomerulonephritis. Use of tetracycline

during tooth development may cause discoloration of

teeth.

Adverse Reactions: Gastrointestinal -anorexia, nausea,

vomiting, diarrhea, stomatitis, glossitis, enterocolitis,

pruritus ani. Skin-maculopapular and erythematous
rashes (a case of exfoliative dermatitis has been re-

ported); photosensitivity; onycholysis and discoloration

of nails (rare). Kidney- rise in BUN, apparently dose
related. Hypersensitivity reactions-urticaria, angioneu-

rotic edema, anaphylaxis. In young infants, bulging

fontanels following full therapeutic dosage has been
reported. This has disappeared rapidly when drug was
discontinued. Teeth-dental staining (yellow-brown) in

children of mothers given tetracycline during the latter

half of pregnancy and in children given the drug during
the neonatal period, infancy, and early childhood. En-
amel hypoplasia has been seen in a few children. Blood-
anemia, thrombocytopenic purpura, neutropenia, eosin-

ophilia. Liver-cholestasis (rare), usually at high dos-

age. If adverse reaction or idiosyncrasy

occurs, discontinue medication and insti-

tute appropriate therapy.
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and well . . Without question over a gen-

eration this would permit “acculturation”

of some of the underprivileged; it would
permit many caught in an economic “bind”

by automation and mechanization to re-

adjust to society. However, until the DNA
template is altered, a large segment of pov-

erty has a poor prognosis.

R.H.K.

IN MEMORIAM

Shouse, Elton E., Jr., Knoxville. Died April 29,

1968, Age 45. Graduate of University of Tennes-

see College of Medicine, 1946. Member of Knox-
ville Academy of Medicine.

Riggins, Newell Grady, Knoxville. Died April

26, 1968, Age 76. Graduate of Vanderbilt Univer-

sity School of Medicine, 1921. Member of Knox-
ville Academy of Medicine.

Pearce, John L., Morristown. Died April 20,

1968, Age 49. Graduate of University of Tennes-

see College of Medicine, 1944. Member of Ham-
blen County Medical Society.

Brandon, Robert W., Sr., Martin. Died April 16,

1968, Age 86. Graduate of Vanderbilt University

School of Medicine, 1908. Member of Weakley
County Medical Society

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

New Members
The Journal takes the opportunity to welcome

these new Tennessee Medical Association mem-
bers.

HAMILTON COUNTY MEDICAL SOCIETY
Robert O. Summer, M.D., Chattanooga

NORTHWEST ACADEMY OF MEDICINE
Robert R. Young, Jr., M.D., Union City

MEMPHIS-SHELBY COUNTY MEDICAL
SOCIETY

Benjamin L. Beatus, Jr., M.D., Memphis
Ruth Eleanor Dinkins, M.D., Memphis

Richard Allen Essman, M.D., Memphis
Hugh Carlton Moore, M.D., Memphis

SULLIVAN-JOHNSON COUNTY MEDICAL
SOCIETY

Jack Newton Dunn, M.D., Kingsport

Fred Bonham Greear, Jr., M.D., Bristol

WEAKLEY COUNTY MEDICAL SOCIETY
Darran Huggins, M.D., Martin

RUTHERFORD COUNTY MEDICAL SOCIETY
J. C. Corban, M.D., Smyrna

Memphis-Shelby County Medical Society

Dr. Walter T. Murphy, chief of radiation

therapy at the Buffalo, New York General

Hospital, discussed the role of radiation

therapy in the cure of cancer at the meeting

of the Memphis and Shelby County Medical

Society on April 2nd. The program, spon-

sored by the American Cancer Society, was
the annual Charles C. King Memorial Lec-

ture scheduled each April as a tribute to the

late Dr. Charles C. King, a past president of

the Memphis-Shelby County Unit of the

ACS.
Dr. Robert B. O’Connor, Medical Director,

United States Steel Corporation, Pitts-

burgh, Pennsylvania, was guest speaker at

the meeting of the Society on May 7th. Dr.

O’Connor’s subject was “Industry’s Role in

the Health of the Nation”.

The meetings were held in the auditorium

of the Institute of Pathology at U.T., with

business sessions of the House of Delegates

following each presentation.

Northwest Tennessee Academy of

Medicine

The Northwest Tennessee Academy of

Medicine met on April 23rd in Blue Bank
Motel at Reelfoot Lake. Dr. William Acree

presided. Dr. Jack Holfield introduced Dr.

Pervis Milnor, Dr. Gwin Robbins and Dr.

William Potter, who discussed “The Medi-

cal and Surgical Aspects of Chronic Lung
Disease”.

Knoxville Academy of Medicine

The program for the May 14th meeting of

the Academy was provided by the Second

Congressional District IMPACT Committee.

Dr. Hoyt Gardner, Louisville, Kentucky,

secretary-treasurer of the American Medi-
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cal Political Action Committee, was guest

speaker. Wives and physicians from neigh-

boring counties were invited to attend the

meeting which was held in the auditorium

of the University of Tennessee Memorial
Research Center and Hospital.

Rutherford and Stone's River County
Medical Society

On May 21, the Rutherford County Medi-

cal Society sponsored a county-wide blood

drive. Dr. Radford Smith, president of the

Society, stated that an unlimited effort in

advertising and promotion was put forth

throughout the county on behalf of the

drive. As a result, the most successful

blood drive in recent years was experi-

enced. The total number of participants

was 504, with 429 of these accepted to give

blood.

It was noted that many of those who of-

fered to give blood, came in response to a

plea for blood to be given for a young pa-

tient in Murfreesboro. It was suggested

that in the future, an appeal through the

newspaper or television might be the most
useful means of securing blood donors.

People of the area seem to respond more
readily if they can see that the blood will be

used on the local level.

NATIONAL NEWS

The Month in Washington
(From the Washington Office, AMA)

The federal government has established a

new agency and appointed two new advis-

ory committees in the health care field.

The new agency is the National Center for

Health Services Research and Development.

The committees are:

1. The Medical Assistance Advisory

Council that will advise the Secretary of

Health, Education and Welfare on matters

relating to federal-state medical aid pro-

grams.

2. A panel to give the social security

commissioner advice on experiments to find

new methods of reimbursing hospitals and

physicians for health care under medicare

and other federal health programs.

Health, Education and Welfare spokes-

men said the new center will work with

universities, industry, hospitals, practition-

ers and research institutions to seek new
ways of delivering health care, and was au-

thorized by Congress last year at the John-

son administration’s request. Dr. Philip R.

Lee, assistant HEW secretary for Health

and Scientific Affairs, said “the ultimate

goal of the center is to aid practitioners and
institutions involved in health services to

improve the distribution and quality of

services and to make the best possible use

of manpower, funds, and facilities. The
immediate goals of the center were listed

as:

—More efficient utilization of health person-

nel, including the development of new
types of health workers at the professional,

technical and auxiliary levels.

—Increased productivity and better man-
agement of all elements of the medical care

system to improve quality and moderate

rapidly rising costs.

—Technological innovation, for immediate
application, to achieve cost reduction and

quality improvement.

—To survey and analyze health systems, in-

cluding costs and financing and to test new
concepts and systems of health care deliv-

ery.

—To recruit, train and develop personnel

for health services research, including the

establishment of regional, non-Federal cen-

ters for health services research and train-

ing.

—Collection and correlation of existing in-

formation on health services delivery for

planning and organization design.

—Initiation of systems’ studies of institu-

tional design, construction, equipment and

maintenance and support construction of

cost-saving innovations.

Director of the center, which is under the

newly created Health Services and Mental

Health Administration, is Dr. Paul J. Sana-

zaro, who had directed education and medi-

cal care research for the Association of

American Medical Colleges since 1962.

HEW said the advisory council would be

consulted on program development and

practical operational problems involved in

Medicaid (Title XIX of Social Security).

Such programs are in operation in 38 states.
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Guam, Puerto Rico and the Virgin Islands.

Rashi Fein, Ph.D., a chief economist at the

Brookings Institution, was named chairman
of the 21-member council which includes

six physicians: John B. Farley, Pueblo,

Colo.; Thomas B. Georges, Pennsylvania

health and welfare official; Amos N. John-

son, Garland, N. C.; Maynard Shapiro, Chi-

cago, president-elect of the American Acad-

emy of General Practice; George W. Sla-

gle, Battle Creek, Mich., chairman of the

American Medical Association’s Council on

Medical Service, and Donald Smith, public

health professor at the University of Michi-

gan.

The Social Security Administration said

the reimbursement panel would review pro-

posals for experiments submitted by institu-

tions and individuals in the health care and
health insurance fields. After such reviews,

it will be asked to recommend the ones it

believes to have the greatest potential.

Nathan J. Stark, a Kansas City, Mo., busi-

nessman is chairman of the 17-member
group. Four members are physicians: Solo-

mon J. Axelrod, University of Michigan;

Thomas W. Georges, Jr., Pennsylvania wel-

fare official; Donald R. Hayes, Springfield,

Mass, and Pierre J. Salmon, San Mateo,

Calif., county public health and welfare of-

ficial.

The American Medical Association urged

that Congress appropriate maximum
amounts for support of medical education.

The AMA position was outlined by Dr. C.

H. William Rhue, director of the AMA’s di-

vision of medical education, at a hearing of

a House appropriations subcommittee. Dr.

Ruhe said, “We recognize the present con-

cern of the Congress and the nation for an

overall reduction in federal expenditures,

however, we believe that the urgent need

for more physicians merits the funding, to

the fullest extent possible of legislation sup-

porting medical education. . . .

“An urgent need exists in this country for

more physicians to meet the health care

needs of the American public. This need

can only be met effectively by a major in-

crease in the capacity of American medical

schools to educate more physicians.”

Dr. Rhue noted that Federal aid to medi-

cal schools under the proposed Health Man-

power Act of 1968 would not become avail-

able before 1970. Therefore, he said efforts

must be made to secure the essential

immediate increase in financial support

through increased appropriations under ex-

isting law. He listed the Health Professions

Educational Assistance Act, the Health Re-

search Facilities Construction Act, the Med-
ical Act, and the general research support

authority of the National Institutes of

Health.

Gov. Nelson Rockefeller of New York and

two other witnesses at a Senate subcommit-

tee hearing supported national compulsory

health insurance as a solution of the prob-

lem of rising health care costs.

The other witnesses were Olcott D.

Smith, chairman of Aetna Life and Cas-

ualty Company, who expressed belief that

private companies could work with the gov-

ernment effectively on such a program, and
economist Victor Fuchs.

But Wilbur J. Cohen, acting secretary of

HEW who favored the plan 20 years ago,

said he now believes the government should

move on other fronts. He said it would be

difficult—A “monumentable task”—at this

time to achieve a workable and acceptable

program of compulsory national health in-

surance. He did not foresee the United

States following the pattern of European
nations in adopting a monolithic central

health system for the entire nation. He
said this country is too large for a single

plan but that the benefits under any various

plans adopted should be relatively uniform

for all Americans.

Cohen said first priority now should be

given maternal and child health programs.

He listed as other “must” programs the ex-

pansion of medical manpower and health

facilities and the continued investment in

health research.

Sen. Abraham Ribicoff (D., Conn)
,
chair-

man of the subcommittee holding hearings

on health care costs, also said that the em-
phasis now should be on more immediate

solutions. He said that his experience with

the fight over medicare had convinced him
that it would be a long time before Con-

gress would accept compulsory national

health insurance.

He said that the first week of the hearings
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“made clear that a health care system in

America must include everyone—public

and private organizations, insurance compa-

nies, the Blues, the voluntary hospitals,

nursing homes, medical societies, individual

private practitioners, those who practice

medicine in groups, and state, local and fed-

eral agencies.

MEDICAL NEWS
IN TENNESSEE

Middle Tennessee Medical Association

Nearly 100 doctors from Middle Tennes-

see attended the 147th Semiannual Meeting

of the Middle Tennessee Medical Associa-

tion in Carthage on May 16. Several papers

of interest to the physicians were presented,

including: “Diagnosis of Pancoast Tumor”
by Dr. James P. Lester, Nashville; “Treat-

ment of Bones with Compression Plates”

—

Dr. G. Wm. Davis, Nashville; “Current

Management of the Nephrotic Syndrome”
—Dr. Eric M. Chazen, Nashville; “Carci-

noma of the Breast with Multiple Metas-

tases”—A Case Report by Dr. James R.

Quarles, Springfield, with discussion by Dr.

Vernon H. Reynolds, Nashville; “Salvage

of Arteriosclerotic Legs”—Dr. W. Andrew
Dale, Nashville; “Blastomycosis and Coc-

cidiomycosis Occurring Simultaneously in a

Patient”—A Case Report by Drs. A. Joel

Lee and George H. Woodruff, Franklin;

“Convulsions in Childhood”—Dr. William

Wadlington; “Anterior Lumbar Spine Fu-

sion; The Anatomy of a Fiasco”—Dr. Eu-

gene M. Regen, Jr., Nashville; “Torsion of

the Scrotal Contents”—Dr. Tom E. Nesbitt,

Nashville; and “Maligant Melanoma” by Dr.

Sam. B. McFarland of Lebanon. A sympo-

sium on “Current Status of Cardiac Trans-

plantation” was moderated by Dr. Wm. S.

Stoney of Nashville. Panelists included Drs.

Wm. C. Alford, Jr., George R. Burrus, and

Dr. Harry L. Page, Nashville.

During the afternoon business session. Dr.

Clarence R. Sanders of Gallatin was in-

stalled as President of the Association. Dr.

Jack Phelps of Lewisburg was named Presi-

dent-Elect and Dr. George W. Holcomb,

Nashville, Secretary.

The Presidential Address, “Referring-

Physician-Consultant Relationships”, by Dr.

John O. Williams, Mt. Pleasant, out-going

president, followed the business session.

The Association presented Dr. James O.

Walker of Franklin as the Outstanding

Physician of the Year of Middle Tennessee.

Dr. Walker has served the medical profes-

sion for many years. His untiring and un-

selfish service was recognized through the

presentation of this award.

The meeting closed with a social hour

and presidential banquet at the Green Hills

Country Club.

Medicare Benefits in Tennessee

During the first quarter of 1968, Tennes-

see residents, aged 65 and over, received

$5,094,609 in medical insurance benefit

checks issued by the Equitable Life Assur-

ance Society of the United States, adminis-

trator of Part B of Medicare in Tennessee.

The announcement was made by Equita-

ble’s Field Director for Medicare. Equitable

processed 141,585 Tennessee Medicare bills

during the three-month period. 105,162

checks were mailed to residents of the state.

University of Tennessee

College of Medicine

An exchange program started seven years

ago by the U. T. Medical Units at Memphis
is expected to result soon in the establish-

ment of the first graduate school of medical

sciences in South America. U. T. announced
that the Rockefeller Foundation, which has

contributed some $40,000 a year to the proj-

ect since 1960, has now allocated an addi-

tional $165,000 for setting up the adminis-

trative framework for the new graduate

school at the Universidad del Valle in Co-

lombia. The new school will represent cul-

mination of a two-way approach to interna-

tional medical education that may serve as

a pattern for other countries. During the

past seven years, U.T. faculty members,
serving as visiting professors in Colombia,

have presented to South American educa-

tors up-to-date methods for teaching medi-

cal students. In turn, these visiting profes-

sors enabled faculty members at the Uni-

versidad del Valle to take leaves of absence

to visit the Memphis Medical Units as well

as other U. S. medical centers to improve
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their basic science qualifications. With its

own fully-qualified graduates returning to

its faculty from U.S, universities, the Co-

lombian university is nearing a point of

self-sufficiency in basic sciences teaching

for its undergraduate medical school. The
development of a graduate school will be

the next step.

Dr. Curtis Paul McCammon, director of

Industrial Hygiene Service with the

Tennessee Department of Public Health,

has been named medical director of the

University of Tennessee Memorial Research

Center and Hospital at Knoxville. The ap-

pointment, effective July 1, was announced

by Chancellor Homer F. March. The medi-

cal director’s position had been planned for

some time, but had gone unfilled while the

University searched for a qualified person.

Dr. McCammon holds the bachelor’s degree

in public administration from U.T., the M.D.

degree from Temple University, a post-doc-

toral master’s degree in medical administra-

tion from Harvard University and in addi-

tion is certified by the American Board of

Preventive Medicine. The MRCH adminis-

tratively is a part of the Medical Units.

Dr. Gene H. Stollerman, chairman of the

department of medicine at the College of

Medicine, whose medical hobby—the study

of the streptococcus organism—has lead to

important discoveries about rheumatic

fever, is featured in the cover story of the

April 22nd issue of MODERN MEDICINE.

Dr. Roland H. Alden, Dean of the College

of Basic Medical Sciences, has been named
president-elect of the American Association

of Anatomists. The selection, made at a re-

cent meeting of the Association in New Or-

leans, places Dean Alden in line for the

presidency next year. He has served on the

executive committee, the education commit-

tee and the publications committee of the

Association for a number of years.

Dr. James G. Hughes, professor of pedi-

atrics, has been appointed as consultant to

the Division of Hospital and Medical Facili-

ties of the USPHS. The division evaluates

and advises institutions that are applying

for federal grants to build, modernize, equip

and staff specialized clinical areas in hospi-

tals. Dr. Hughes will be responsible for

evaluation of pediatric clinical areas.

Dedication Services at Baptist Hospital,

Nashville

Formal dedication of the recently com-
pleted $10 million 8-story Central Building

of Baptist Hospital, Nashville, was held re-

cently following the 20th Annual Board of

Trustees meeting. A. E. Batts, President of

the Board, spoke at the brief ceremonies,

unveiling a large plaque inscribed with the

names of all trustees serving in the past 20

years. Dr. Benjamin Fowler, chief of staff

and Gene Kidd, Executive Director, cut the

ribbon, officially opening the city’s newest

hospital facility. The new ultra-modern

building contains additional space for ad-

ministrative offices, business offices, data

processing, storeroom and supply. The op-

erating pavilion, covering the entire fourth

floor, contains 17 operating rooms and a 25-

bed recovery and surgical intensive care

unit. Each patient floor contains 50 private

rooms, two 8-bed wards, one 4-bed ward
and 3 deluxe suites.

Seventh Annual Medical Symposium

The Bristol Memorial Hospital medical

staff sponsored the annual medical sympo-

sium at the Holiday Inn Convention Center

on April 18th. Dr. Fred V. Vance, chief of

staff of the hospital, gave the welcoming ad-

dress. Speakers and their subjects were:

Dr. Sheldon C. Sommers, Columbia Univer-

sity
—“Pathophysiology of the Ovary”; Dr.

C. Don Christian, Duke University,—“Men-
opause and Replacement Hormone Ther-

apy”; Dr. Robert Kistner, Harvard Medical

School,
—“The Induction of Ovulation”; and

Dr. Mark Moldawer, Baylor University,

—

“Polycystic Ovaries (Stein-Leventhal Syn-

drome) ”.

A dinner was held in the evening at the

Convention Center for the physicians and

their wives.

TMA Auxiliary News

The Woman’s Auxiliary to the Chattanoo-

ga-Hamilton County Medical Society re-

ceived five awards at the state convention
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held in Chattanooga, April 18-20. The Pot-

ter-Nicely bowl was presented to the Chat-

tanooga Auxiliary for the 10th time in fif-

teen years for the most outstanding

achievements of the year. The local group

was given two awards for contributing the

largest financial gift to the American Med-
ical Association Education and Research

Foundation. The Doctor’s Day Scrapbook

won first place in the state.

The International Health Committee of

the Woman’s Auxiliary to the Nashville

Academy of Medicine and Davidson County
Medical Society has as its prime project the

annual collecting and packing of sample

drugs, obtained from Nashville physicians

for both local distribution and for shipping

to World Medical Relief. Located in De-

troit, Michigan, the WMR dispenses medical

supplies to doctors and hospitals overseas.

The committee, composed of approximately

sixty members is also responsible for the

sewing of “johnny coats”, hospital robes

worn by patients on Ship Hope, and the

knitting of leper bandages and lap robes

. d •
'

'
.

PERSONAL NEWS

The Board of Trustees of the Tennessee Medical

Assocation honored Dr. William T. Satterfield of

Memphis by awarding him the Distinguished

Service Award during the recent annual meeting

of the Association. The award was given in rec-

ognition of Dr. Satterfield’s outstanding contribu-

tions to the advancement of medical science and

to the work of the Association. He is the third

recipient of the award w’hich was established in

1964.

Dr. Sam H. Sanders, Memphis, participated as a

member of the faculty for a post-graduate semi-

nar in nose and ear plastic surgery, presented May
4-13 in New York City at Mt. Sinai Hospital.

Dr. Robert F. Thomas has been named 1968

Sevier County Man of the Year by the Sevierville

Lions Club. The award was made at a Ladies

Night Banquet held at Mountain View Hotel in

Gatlinburg April 23rd.

Dr. Alvin T. Hicks, Camden, and Drs. Philip G.

and James H. WTlliams of Milan, have been

elected to active membership in the American
Academy of General Practice. Reelected to active

membership were: Dr. William L. Headrick, Jr.,

South Pittsburg; Dr. Marvin R. Batchelor, Cleve-

land; and Dr. Ewing Wh McPherson of Dickson.

Dr. Lloyd McCormack has accepted a medical

position at Hohenwald. Dr. McCormack has been
associated with Dr. Jack Smith in the practice of

medicine in Kingsport for the past year.

Participants in a Citizens Association Forum
entitled “Medical Crisis In City and County Hos-
pitals” held recently in Memphis were: Dr. Glenn
M. Clark, chief of staff of City of Memphis Hospi-

tals; Dr. James W. Culbertson, professor of medi-
cine at U.T. College of Medicine and director of

the regional heart, stroke and cancer program;
and Dr. Gene H. Stollerman, chairman of the de-

partment of medicine at U.T. College of Medicine.

Dr. E. E. Perry, formerly of Kingsport, has

opened his office for the practice of medicine in

Mountain City.

Dr. Harrison J. Shull, Nashville physician and
clinical professor of medicine at Vanderbilt’s

School of Medicine, was awarded a Mastership by
the American College of Physicians on April 4th

at the organization’s convocation in Boston. Dr.

Shull was one of 12 physicians receiving the

award, and the second in Tennessee.

The Earl Campbell Clinic, Chattanooga, an-

nounces the association of Dr. Martha McDonald,
who will join the department of medicine with a

subspecialty interest in endocrinology. Dr.

McDonald formerly practiced at 1010 East Third
Street Medical Building.

The American Academy of Pediatrics selected

Dr. George S. Lovejoy of Memphis to serve as a

consultant to evaluate the medical aspects of

Nashville’s Head Start Program. Dr. Daniel M.
Thomas, Oak Ridge pediatrician, was named con-

sultant to the program for the Oak Ridge area;

and Dr. Myron J. Adams, consultant for the

Kingsport area.

Dr. B. H. Webster, Nashville, has been named
president of the Middle-East Tennessee Chapter
of the Arthritis Foundation.

Dr. Fulton Greer, Jr. has announced the open-
ing of his office for the practice of medicine in the

Medical Arts Building, Franklin.

Dr. Walter Pyle, Franklin, discussed his experi-

ences as a volunteer physician in Viet Nam, at a

meeting of the Nashville Exchange Club on April

23rd.

ANNOUNCEMENTS

Calendar of Meetings, 1968

State

Sept. 13-14 Tennessee Valley Medical As-
sembly, Memorial Auditorium
Chattanooga

Nov. 17 TMA State and County Officers

Leadership Conference, Her-
mitage Hotel, Nashville

National

JuR 22-24 Air Pollution Medical Research

Conference, Sponsors: Denver
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IRON DEFICIENCY

IN BRIEF: ACTION AND USES: A single dose of Imferon (iron dex-
tran injection) will measurably begin to raise hemoglobin and a
complete course of therapy will effectively rebuild iron reserves.
The drug is indicated only for specifically-diagnosed cases of iron

deficiency anemia and then only when oral administration of iron

is ineffective or impractical. Such iron deficiency may include:
patients in the last trimester of pregnancy; patients with gastro-

intestinal disease or those recovering from gastrointestinal sur-

gery; patients with chronic bleeding with continual and extensive
iron losses not rapidly replenishable with oral iron; patients
intolerant of blood transfusion as a source of iron; infants with
hypochromic anemia; patients who cannot be relied upon to take
oral iron.

COMPOSITION: Imferon (iron dextran injection) is a well-tolerated
solution of iron dextran complex providing an equivalent of 50 mg.
in each cc. The solution contains 0.9% sodium chloride and has
a pH of 5. 2-6.0. The 10 cc. vial contains 0.5% phenol as a pre-

servative.

ADMINISTRATION AND DOSAGE: Dosage, based upon body weight
and Gm. Hb/100 cc. of blood, ranges from 0.5 cc. in infants to

5.0 cc. in adults, daily, every other day, or weekly. Initial test

doses are advisable. The total iron requirement for the individual

patient is readily obtainable from the dosage chart in the package
insert. Deep intramuscular injection in the upper outer quadrant
of the buttock, using a Z-track technique (with displacement of

the skin laterally prior to injection), insures absorption and will

help avoid staining of the skin. A 2-inch needle is recommended
for the adult of average size.

SIDE EFFECTS: Local and systemic side effects are few. Staining

of the skin may occur. Excessive dosage, beyond the calculated
need, may cause hemosiderosis. Although allergic or anaphylac-
toid reactions are not common, occasional severe reactions have
been observed, including three fatal reactions which may have
been due to Imferon (iron dextran injection). Urticaria, arthral-

gia, lymphadenopathy, nausea, headache and fever have occa-
sionally been reported.

PRECAUTIONS: If sensitivity to test doses is manifested, the
drug should not be given. Imferon (iron dextran injection) must
be administered by deep intramuscular injection only. Inject only
in the upper outer quadrant of the buttock, not in the arm or
other exposed area.

CONTRAINDICATIONS: Imferon (iron dextran injection) is contra-
indicated in patients sensitive to iron dextran complex. Since its

use is intended for the treatment of iron deficiency anemia only
it is contraindicated in other anemias.

CARCINOGENICITY POTENTIAL: Using relatively massive doses,
Imferon (iron dextran injection) has been shown to produce sar-

coma in rats, mice and rabbits and possibly in hamsters, but not
in guinea pigs. The risk of carcinogenesis, if any in man, follow-
ing recommended therapy with Imferon (iron dextran injection)

appears to be extremely small.

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes of 4;

10 cc. multiple dose vials.

Each 10 CC. vial provides as much iron as 2 pints

of whole blood. And use of IMFERON rather than
whole blood for iron replacement eliminates

the potential dangers of hepatitis and whole blood
sensitivity reactions. Whole blood, of course,

should be used if clearly indicated.

IMFERON dependably increases hemoglobin
and rapidly replenishes iron reserves—
for iron deficient patients in whom oral

iron is intolerable, ineffective or impractical,

and in those who cannot be relied upon
to take oral iron as prescribed.

Precise dosage is easily calculated.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201 See package insert for complete prescribing information.
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August 11-15

Sept. 5-7

Sept. 12-15

Sept. 13-20

Sept. 28-Oct. 3

October 1-4

Oct. 4-8

Oct. 11-19

Oct. 12-18

Oct. 14-18

Oct. 17-19
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Medical Society, Colorado Med-
ical Society, American Thoracic

Society, American College of

Chest Physicians, Colorado
State Health Dept., U. S. Pub-
lic Health Service, and AMA

—

Denver Hilton Hotel, Denver.
National Medical Association,

Shamrock-Hilton, Houston,
Texas
American Association of Obste-

tricians and Gynecologists, the

Homestead, Hot Springs, Va.

American Electroencephalo-

graphic Society, San Francisco-

Hilton Hotel, San Francisco: A
continuation course in EEG will

be given before the meeting.

Sept. 9-11.

American Academy of General
Practice, Las Vegas, Nevada
International College of Sur-

geons, United States Section,

Honolulu
American Roentgen Ray So-

ciety, Jung Hotel, New Orleans

International Congress on Dis-

eases of the Chest (Sponsored

by Council on International Af-

fairs of American College of

Chest Physicians), Washing-
ton-Hilton Hotel, Washington,

D. C.

American Society of Clinical

Pathologists, Fontainebleau Ho-
tel, Miami Beach, Fla.

College of American Patholo-

gists, Fontainebleau Hotel, Mi-
ami Beach, Fla.

American College of Surgeons

(Annual) Dennis Hotel, Atlan-

tic City, N. J.

Association of American Physi-

Oct. 19-23

Oct. 19-24

October 27

Oct. 27-30

Oct. 27-Nov. 1

Oct. 27-Nov. 1

cians and Surgeons (Annual),

Roosevelt Hotel, New Orleans

American Society of Anesthe-

siologists, Washington Hilton

Hotel, Washington, D. C.

American Academy of Pediat-

rics, Palmer House, Chicago

American Association of Oph-
thalmology, Palmer House,
Chicago, (Public Affairs Work-
shop, October 26)

American College of Gastro-

enterology, Statler-Hilton, Bos-

ton

American Academy of Oph-
thalmology & Otolaryngology,

Palmer House, Chicago

American Society of Plastic

and Reconstructive Surgeons,

Roosevelt Hotel, New Orleans

Postgraduate Course in Laryngology

and Bronchoesophagology

The Department of Otolaryngology of the Illi-

nois Eye and Ear Infirmary and the College of

Medicine of the University of Illinois at the Medi-

cal Center, will conduct a postgraduate course in

Laryngology and Bronchoesophagology from Sep-

tember 23 through October 4, 1968. This course

is limited to fifteen physicians and will be under
the direction of Paul H. Holinger, M.D. It will be

held largely at the new Illinois Eye and Ear In-

firmery, 1855 West Taylor Street, Chicago, and
will include visits to a number of Chicago hospi-

tals. Instruction will be provided by means of ani-

mal demonstrations and practice in bronchoscopy
and esophagoscopy, diagnostic and surgical clinics,

as well as didactic lectures.

Interested registrants will write directly to the

Department of Otolaryngology, College of Medi-
cine, University of Illinois at the Medical Center,

P. O. Box 6998, Chicago, Illinois, 60680.
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THE VIEWING BOX
Tips for Medical Witnesses*

The following tips are intended to show
the right way and the wrong way for a

medical witness to act in court, particu-

larly under cross-examination. The tips

were picked up at the AMA-ABA Medical

Legal Symposium held in March 1967, in

Miami, Florida.

1. The role of the medical witness should

be taken seriously. The courtroom is a

place in which practical men are engaged in

the serious work of endeavoring to adminis-

ter justice. The role of the medical witness

is a key one in this endeavor.

2. Compensation for services should not

be contingent upon the outcome of litiga-

tion. This practice is unethical and its dis-

closure would be apt to destroy the value of

the testimony.

3. There should be adequate preparation

for testimony in consultation with the attor-

ney for the party who called the witness.

The attorney should advise the MD on what
to expect on cross-examination. The physi-

cian has a right to consult with the party

and his attorney about the case; he need not

be embarrassed if asked about such consul-

tation.

4. The MD should not act as an advocate

or partisan in the trial of the case. If the

attorney for the party who calls him as a

witness needs the advice or guidance of a

physician during the trial, let him employ

another physician. Disclosure of partisan-

ship of a witness strongly tends to discredit

his testimony.

5. The MD should be as thorough as is

reasonably necessary under the circum-

stances in examining a party in preparation

for trial. Exhaustion of all possible tests

and procedures may not be required, but he

must be prepared to justify any omissions.

6. The medical witness should avoid ex-

aggeration. Any attempt to puff up his

qualifications or to elaborate the extent of

the examination he has made is apt to be

exposed, to his embarrassment.

From the Massachusetts Physician, (January

1968 ).

7. The attorney for the party who called

the medical witness should be informed of

all the details of the examination, unfavora-

ble as well as favorable.

8. The medical witness should not try to

bluff. If he does not know the answer to a

question, he should not guess. If the guess

is wrong, there is danger of falling into a

trap.

9. There should be no concealment of

financial arrangements with the party who
called the MD as a witness, with respect to

compensation for both treatment given and
services in connection with the litigation.

10. It is not an admission of ignorance to

indicate that an opinion is not absolutely

conclusive or that the answer to a particu-

lar question is not known.

11. All questions should be answered hon-

estly and frankly. Any display of embar-

rassment or reluctance to answer will tend

to discredit the testimony.

12. The use of technical terminology

which will not be understood by the jury,

the attorneys or the judge should be

avoided. If technical terms are unavoid-

able, they should be explained in the lan-

guage of the layman.

13. The physician should be willing to

disagree with so-called authorities if he is

convinced that they are wrong. If he has

sound reasons for disagreement, the con-

trary opinion of authorities will not neces-

sarily discredit him.

14. The witness should not be smug. A
modest attitude is apt to elicit a more fa-

vorable response. The witness should leave

it to the attorney to bring out his special

qualifications.

15. The medical witness should always

be courteous no matter what the provoca-

tion. If the cross-examining attorney is dis-

courteous to the physician, this is apt to win

sympathy for the witness provided that he

does not descend to the same level.

16. The MD witness should not lose his

temper. If a cross-examining attorney can

provoke him to a display of anger or sar-
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casm, he has already substantially suc-

ceeded in discrediting the testimony of the

witness.

17. The physician should pause briefly

before answering a question asked on

cross-examination, to give the other attor-

ney an opportunity to object to the question

if he so desires. Taking a moment for delib-

eration before answering a question does

not indicate uncertainty or embarrassment.

18. The witness should not allow himself

to be forced into a flat “Yes” or “No”
answer if a qualified answer is required.

He has the right to explain or qualify his

answer if that is necessary for a truthful

answer.

Ideal Doctor's

Offices
Located in a growing medical center and
across the street from hospital, 720 West
Forest, Jackson, Tennessee.

Contact: Mrs. W. H. Brooks

1336 Hollywood Dr.

Jackson, Tennessee

Telephone: (901) 422-3191

For Sale

General Practice established 5 years, in-

crease In gross each year to $48,000 in

1967; will sell practice with or without

equipment — 12 miles from Nashville.

James S. Hastie, M.D., 213 South Main,

Goodlettsville, Tennessee 37072.

The lowest priced
tetracycline-nystatin combination

ACHROSTATIN*V Capsules
Tetracycline HCl 250 mg /Nystatin 250,000 units

One of the 31 useful

dosage forms
in theACHRO Family

-the First Family

of Tetracycline

328 -8/6094

.'.y
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SAINT ALBANS
PSYCHIATRIC HOSPITAL

Radford, Virginia

James P. King,

William D. Keck, M.D.
Clinical Director

James K. Morrow, M.D.

Morgan E. Scott, M.D.

Clinical Psychology:

Thomas C. Camp, Ph.D.

Card McSraw, Ph.D.

David F. Strahley, Ph.D.

M.D., Director

Edward E. Cale, M.D.

Malcolm G. MacAulay, M.D.

Don L. Weston, M.D.
(Military Leave)

J. William Giesen, M.D.

David S. Sprague, M.D.

Don Phillips, Administrator

R. Lindsay Shuft, M.H.A.
Asst. Administrator

AFFILIATED CLINICS

Sluefield Mental Health Center

525 Bland St., Bluefield, W. Va.

David M. Wayne, M.D.

Beckley Mental Health Center

109 E. Main Street, Beckley, W. Va.

W. E. Wilkinson, M.D.

Mental Health Clinic

Professional Building, Wise, Va.

Pierce D. Nelson, M.D.
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(50 mg. per ml.)

BROMSULPHALEIN®

IN A COMPLETE,

STERILE,

DISPOSABLE,

& ECONOMICAL

PATIENT-UNIT.

BSP, one of the more valuable single

laboratory procedures for determining

hepatic function, is now packaged in a

complete Individual patient-unit.

Each BSP Disposable Unit contains a

sterile syringe with the 5 mg./kg. BSP

dosage schedule imprinted on the barrel,

a sterile needle, alcohol swab and a 7.5 ml.

or 10 ml. size ampule of terminally

sterilized Bromsulphalein solution.

This all-inclusive disposable put-up

lessens the chance of cross-infection and

saves time and labor— the most

costly commodities.

HYNSON, WESTCOTT & DUNNING. INC.
< BSPQ3) BALTIMORE, MARYLAND 21201



^ouznaC
of the

TENNESSEE MEDICAL

Published Monthly

Table of Contents

ASSOCIATION

Published Monthly
By Tennessee Medical Association

Office of Publication, I 12 Louise Ave.

Nashville, Tenn. 37203

Second Class Postage Paid at

Nashville, Tenn.

VOL. 61 JULY, 1968 NO. 7

TMA OFFICERS
President

Edward T. Newell, Jr., M.D.
707 Walnut St.

Chattanooga 37402

President-Elect

Francis H. Cole, M.D.
188 So. Bellvue, Memphis 38104

Chairman, Board of Trustees

O. M. McCallum, M.D.
Henderson 38340

EDITORIAL STAFF
Editor

R. H. Kampmeier, M.D.

Managing Editor and
Business Manager
Jack E. Ballentine

TMA EXECUTIVE STAFF
Executive Director

Jack E. Ballentine

Director of Public Service and
Assistant Executive Director

L. Hadley Williams

Administrative Assistant

(To be filled)

Staff Assistant

J. Rodney Taylor

Address All Correspondence:

The Journal of the Tennessee
Medical Association

112 Louise Ave.
Nashville, Tennessee 37203

Published monthly under the direc-
tion of the Board of Trustees for and
by members of The Tennessee Medical
Association, a nonprofit organization,
with a definite membership for scien-
tific and educational purposes.
Subscription $9.00 per year to non-

members; single copy, 75 cents.
Devoted to the interests of the med-

ical profession of Tennessee. This as-
sociation does not officially endorse
opinions presented in different papers
published herein. Copyright 1968, by
the Tennessee Medical Journal.
Advertisers must conform to policies

and regulations established by the
Board of Trustees of the Tennessee
Medical Association.

I
Page SCIENTIFIC SECTION

1 687 Diminutive Coronary Arteries and Congenital

1 Coronary Anomalies; Interesting Cause of

1 Angina and Myocardial Infarction in the

M Young, Laurence A. Grossman, M.D., and
= Henry Burko, M.D., Nashville, Tenn.

1 694 Malingering and Conversion Reactions in Oph-
1 thalmology, Alice R. Deutsch, M.D., Mem-
g phis, Tenn.

1 699 Retirement Program, Eugene J. Keogh, New
I York, N. Y.

m 702 Clinicopathologic Conference

I NEWS AND ORGANIZATIONAL SECTION

1 708 Tennessee Valley Medical Assembly

1 721 President’s Page

1 722 Editorial

1 725 In Memoriam

1 725 Programs and News of Medical Societies

= 725 National News

1 728 Medical News in Tennessee

1 731 Personal News

g 733 Announcements

g 743 The Viewing Box

I 749 Officers of the TMA, 1968-69

1 751 TMA 1968-1969 Standing Committees

1 757 Placement Service

1 758 Index to Advertisers

Instructions to Contributors

Manuscripts submitted for consideration for publication in the

Journal of the Tennessee Medical Association should be ad-

dressed to the Editor, Di’. R. H. Kampmeier, Vanderbilt University

Hospital, Nashville, Tennessee 37203.
Manuscripts must be typewritten on one side of letter-weight

paper. Either double or triple spacing and wide margins must be

provided to facilitate editing which will be legible for the^ printer.

Bibliographic references should not exceed twenty in number
documenting key publications. They should appear at the end of

the paper. The bibliographic references must conform to the style

used in the American Medical Association publications, as, Alais,

F. G. : Wbat Is Known About it, J. Tennessee M. A., 35:132, 1950.

Illustrations must be mounted on white cardboard and be num-
bered. The editor will determine the number, if any, of illustrations

to be used. Additional illustrations will be charged to the author.

The author’s name should appear on the back of each illustration.

If reprints are desired, the requested number should be indicated

in the letter accompanying the manuscript. The author will be

billed by the publisher.



Journal of the Tennessee Medical Association

OWNED AND PUBLISHED BY THE ASSOCIATION

VOLUME 61 JULY, 1968 NO. 7

The authors call attention to young people, especially women having pain of coronary origin. By the

new methods of angiography it is possible to show that these persons have anomalies in the coronary

bed accounting for myocardial ischemia.

Diminutive Coronary Arteries and Congenital

Coronary Anomalies:

Interesting Cause of Angina and Myocardial Infarction

in the

LAURENCE A. GROSSMAN, M.D., and

The increasing incidence of angina pecto-

ris and myocardial infarction in young indi-

viduals has recently attracted great inter-

est. The development of coronary arteriog-

raphy has provided a more accurate diagno-

sis and enabled localization of vascular ab-

normalities and diseases. Several forms of

coronary artery anomalies have been de-

scribed; unusual sites of origin, anomalies

of distribution, disparity in size, and varia-

tion in number. The left or right coronary

artery may be absent, with branches of a

single coronary artery sometimes supplying

all parts of the heart. One coronary artery

may be diminutive or hypoplastic. There

may be more than two coronary ostia.

Fishberg^, quoting Laurie and Woods, that

in general the presence of one coronary

artery does not result in significant disabil-

ity and is compatible with long life. More
recently, the association of myocardial in-

farction and angina in a child or young

adult without diabetes, hypertension, or hy-

percholesterolemia, has been reported to re-

sult from such anomalies of the coronary

arteries.-

During the past 5 years, 110 coronary ar-

teriograms have been performed at Vander-

bilt University Hospital, using both the

flush technic and selective catheterization

of the coronary artery. Among these 110

*From the Departments of Medicine and Ra-

diology, Vanderbilt University School of Medi-

cine, Nashville, Tennessee.

HENRY BURKO, M.D.,* Nashville, Tenn.

procedures, 18 were performed in individu-

als who were 35 years of age or younger.

These 18 individuals had symptoms which
were thought to be related to angina pecto-

ris and coronary artery disease.

Of the 18 individuals, 35 years of age or

younger, only one had a metabolic disorder.

Two of the 18 individuals, reported else-

where, were noted to have a diminutive cor-

onary artery syndrome.- One of these

patients, an 18 year old boy, had a hypoplas-

tic right coronary artery. The second pa-

tient was a 25 year old man who had a di-

minutive right coronary artery and a

widely dilated, tortuous left coronary ar-

tery. Of the remainder of the 18 patients

included in this study, 6 others had various

abnormalities of the coronary vasculature.

One patient, age 31, had a dominant circum-

flex and obtuse marginal branch of the left

coronary artery with narrowing of one of

the smaller vessels originating from the lat-

ter branch, a relatively small anterior de-

scending and right coronary artery, and tor-

tuosity with terminal dilatation of the ob-

tuse marginal branch. A 30 year old

woman had progressive narrowing of the

anterior descending branch of the left coro-

nary artery and occlusion of its distal por-

tion. A 31 year old man had a dominant

right coronary artery with partial occlusion

of a branch supplying the interventricular

septum. The anterior descending branch of

his left coronary artery was absent and the
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circumflex branch was irregular in outline.

A 24 year old man, who had classical bouts

of Wolff-Parkinson-White syndrome dem-
onstrated by electrocardiography and pre-

senting symptoms of angina pectoris, was
found to have an entirely normal left coro-

nary artery, but a hypoplastic, thread-like

right coronary artery. A 31 year old man
who had a myocardial infarction one month
prior to his admission, had a very large

right coronary artery with many anasto-

moses on the inferior surface of the heart

with the circumflex branch of the left coro-

nary artery. The anterior descending

branch of his left coronary artery was di-

minutive and had an occlusive lesion 1.0 cm.

from its origin.

Of the 18 patients who were 35 years of

age or younger, 8 (44%) were found to have

coronary artery disease. Seven patients

had demonstrable congenital anomalies of

the coronary vessels. The most frequently

encountered anomaly was a diminutive

right coronary artery. Other patients had
congenital anatomic changes in the left cor-

onary artery or its branches. Two patients

had associated Wolff-Parkinson-White syn-

drome on electrography.

Case 1. An 18 year old boy was admitted to

Vanderbilt University Hospital in October, 1962,

complaining of chest pain of 3 months’ duration.

He had first noticed the pain while “stacking” to-

bacco leaves in a barn. Several days later he
again had chest pain typical of angina pectoris.

Shortly thereafter, his father died of a heart at-

tack at the age of 57. The boy’s chest pain con-

tinued, usually initiated by exertion and relieved

by rest. There was no past history of heart dis-

ease.

The physical examination revealed the left

border of cardiac dullness to be at the mid-
clavicular line in the fifth interspace. The heart

rhythm was regular and the sounds of good
quality. A rough, harsh, grade I systolic mur-
mur was heard along the left sternal border be-

tween the third and fourth interspaces. The
lungs were clear and there were no signs of

heart failure.

Cardiac fluoroscopy and radiography revealed

normal lung fields and pulmonary vascularity.

There was minimal left ventricular hypertrophy

without enlargement of other chambers. The
electrocardiogram showed ST segment and T
wave changes indicating ischemia of the anterior

wall.

Cardiac catheterization and selective retro-

grade angiocardiography was done. A transaor-

tic pressure gradient was obtained and no evi-

dence of subvalvular or valvular stenosis noted.

There was a mild systolic pressure gradient of 10

mm. Hg. across the pulmonic valve. The right

angiocardiogram was not remarkable. No ab-
normal coronary artery was found arising from
the well-visualized pulmonary artery. Injec-

tions within the left ventricle and ascending
aorta showed normal left ventricular movement.
The left coronary artery was widely dilated and
tortuous. The right coronary artery appeared
hypoplastic (Fig. 1). Following discharge from
the hospital, the patient continued to have pain

characteristic of coronary insufficiency. Because
of the persistent pain and the possibility that an
anomalous nonvisualized coronary artery might
arise from the pulmonary artery, creating a

left-to-right shunt, an exploratory procedure
was decided upon.

At operation on Nov. 21, 1962, the right coro-

nary artery was found to be small and hypoplas-

tic. An area of indentation of the left ventricle

was suggestive of subendocardial focal infarc-

tion. The left ventricle was hypertrophied. A
revascularization procedure was decided upon,

and the epicardium was abraded, following

which a sponge was inserted. No anomalous
vessels arising from the pulmonary artery v/ere

found.

The postoperative course was uneventful, and
postoperative serial ECG.’s showed no signs of

the previous ischemia of the anterior wall. Two
months after the operative procedure, the ECG.
had reverted to the preoperative pattern. The
patient was discharged on the 9th postoperative

day. During the ensuing 5 years there have
been no further episodes of angina, although the

patient has had vague shoulder pain unrelated

to exertion. He no longer works on the farm,

but is now a barber.

Case 2. A 25 year old white male clerical

worker was admitted to Vanderbilt University



July, 1968 DIMINUTIVE CORONARY ARTERIES—Grossman, Burko 689

Hospital on Sept. 22, 1963, for evaluation of the

cardiac system. The history disclosed a normal
infancy. At 8 years of age diphtheria had devel-

oped without cardiac involvement. Between the

ages of 15 and 18 years, the patient had had sev-

eral episodes of paroxysmal tachycardia which
were relieved by rest. On Dec. 12, 1962, he spent

the morning vigorously attempting to start his

car in very cold weather, 6 degrees below zero.

Later that afternoon, while sitting in a chair, he
had severe, dull, aching substernal and left chest

pain without nausea or sweating. The pain be-

came progressively worse. Serial ECG.’s demon-
strated an acute anteroseptal myocardial infarc-

tion. After 2 weeks of hospitalization, the pa-
tient increased his activity progressively, and
after 3 months returned to part-time work.
During the following months, there were 3 epi-

sodes of epigastric and substernal distress asso-

ciated with dyspnea and relieved by meperidine
hydrochloride administered intramuscularly.

There was no past history of hypertension, dia-

betes mellitus, or hypercholesterolemia.

Physical examination revealed a tall, thin

white man without dyspnea, orthopnea, edema or

clubbing. The B.P. was 132/72 mm. Hg. in each

arm. The retinal arterioles appeared normal.

The heart was not enlarged. The heart sounds
were of good quality without abnormal splitting

of the aortic or pulmonic components of the sec-

ond sound. There was a Grade I soft, early sys-

tolic murmur of maximum intensity along the

left sternal border. The peripheral vascular pul-

sations were adequate and equal. Cardiac fluo-

roscopy and radiography demonstrated normal
pulmonary vascularity, slight dextrorotation of

the heart, and prominence of the right atrial

chamber. Serial ECG.’s showed an anterioseptal

myocardial infarction. Catheterization of the

right and left sides of the heart revealed normal
pressures and oxygen saturation. Utilizing the

hydrogen electrode method, no left-to-right

shunt was demonstrated. There were no abnor-
mal valvular gradients, and cardiac output de-

terminations were normal. Coronary arteriogra-

phy showed a diminutive right coronary artery

and a widely dilated, tortuous left coronary ar-

tery (Fig. 2). The left anterior descending coro-

nary artery could not be visualized.

Case 3. A 30 year old nurse entered Vanderbilt

University Hospital on June 9, 1966. One month
earlier she had the onset of dull, aching low sub-

sternal pain which was thought to be indigestion,

but did not respond to antiacids. The pain per-

sisted with radiation to the back and associated

with sweating. Two days later she consulted a

physician at the local Veterans Administration

Hospital, where she was employed. An electro-

cardiogram was obtained, and was interpreted as

showing anterolateral subendocardial infarction.

She was referred to Vanderbilt University Hos-
pital for further evaluation.

On admission, the ECG. again showed changes

of anterolateral infarction. A cinecoronary ar-

teriogram revealed a normal configuration and
course of the right coronary artery, but it was of

dominant size (Fig. 3). Selective catheterization

of the left coronary artery demonstrated a small

circumflex branch. The branch to the obtuse

angle was tortuous. The origin of the anterior

descending left coronary artery appeared normal,

but the vessel was extremely narrowed through-

out its entire course. This appeared to be a con-

genital anomaly.
Her activities were somewhat restricted. She

was given nitroglycerin. A reduction diet was
prescribed in an endeavor to effect a 35 pound
loss of weight. After discharge there has been
clinical improvement, and little if any pain.

Case 4. This 31 year old man was admitted to

Vanderbilt University Hospital on Sept. 1, 1966,

with a history of cramping precordial pain 9

years prior to admission, and recurrence of such



690 DIMINUTIVE CORONARY ARTERIES—Grossman, Burko July, 1968

pain at infrequent intervals. In the month prior

to admission he had had 3 bouts of severe chest

pain with radiation to the left shoulder and left

arm. The pain usually occurred at rest and at

night.

He was a heavy smoker, consuming 2 packages

of cigarettes daily. His general health otherwise

had been good. The family history revealed that

his mother was diabetic. There was no history

of heart disease in the family.

Examination revealed him to be obese, weigh-
ing 212 pounds, and to have a B.P. of 150/80.

There were early retinal arteriosclerotic changes,

particularly for the age of 31. The heart was of

normal size with a regular rhythm and no mur-
mur or rub.

The blood and urine analyses disclosed normal
values. The serum cholesterol was 205 mg. and
serum uric acid was 5.6 mg. per 100 ml. The
ECG. was essentially normal.

A coronary arteriogram was obtained (Fig. 4).

The examination showed a large right coronary

artery with some narrowing distally, presumably

on the basis of atheromatous disease. The left

coronary artery was rudimentary with absence

of the anterior descending branch. The ECG.
was normal. A double Master’s exercise test was
carried out. Tracings made after exercise did

not indicate coronary insufficiency.

Weight reduction and abstinence from tobacco

were advised. There has been a remarkable im-

provement. For the past 5 months there has

been no chest pain. His exercise tolerance is

greatly improved.

Case 5. This 31 year old man was admitted to

Vanderbilt University Hospital on Feb. 2, 1967.

He had had classical angina for 6 months. On
Jan. 2, one month earlier, he had been hospital-

ized in Clarksville, Tenn. because of severe chest

pain. Then, there were electrocardiographic

changes of an acute anterior wall subendocardial
infarction. Recovery proceeded very satisfac-

torily. However, for one week there had been
some recurrent chest pain.

He was a heavy cigarette smoker, consuming
more than 30 cigarettes each day. There was a

family history of coronary disease. Two mater-
nal uncles died at ages 55 and 58 of myocardial
infarctions.

Physical examination revealed an obese man
weighing 187 pounds. The B.P. was 132/80. The
retinal and peripheral arteries were normal.
The lungs were clear. The heart was of normal
size with a regular rhythm and no murmur or

rub. The ECG. was within normal limits. A
coronary arteriogram showed a very large right

coronary artery, having many anastomeses on
the inferior surface of the heart with the circu-

flex branch of the left coronary artery (Fig. 5).

The anterior descending branch of the left coro-

nary artery was both diminutive and had an oc-

clusive lesion about 1.0 cm. from its origin.

Treatment consisted of a weight reduction diet,

nitroglycerin, and a moderate exercise program.

He rapidly increased the amount of exercise and
tolerated this quite well. He stopped smoking.

There has been a remarkable improvement to

date.

Case 6. A 31 year old insurance salesman was
admitted for evaluation of his cardiac status on

Feb. 20, 1967. Twelve years earlier he had been

rejected for military service because of glycos-

uria and back trouble. He had never received

treatment for diabetes. One year prior to admis-

sion the patient had palpitations while working.

These were associated with sharp left anterior

chest pain, dizziness, trembling, and near syn-

cope. Physical examination at that time showed

only normal findings. In the following 9 months,

there were 3 episodes of jarring anterior chest
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pain, shortness of breath, numbness, and fullness

beneath the sternum. The attacks increased in

frequency, ultimately occurring weekly. Three
months prior to admission he had a sensation of

gas in the left chest. The following day he had
severe chest pain with radiation to the left

shoulder and down the left arm. There was
marked diaphoresis, nausea, vomiting, and weak-
ness. He was hospitalized for 21 days in his

local county hospital and was told that he had a

heart attack. Subsequently, he rested at home
for another month. Shortly after returning to

work he had similar pain, necessitating rehospi-

talization and oxygen administration. He had
smoked one and one-half packages of cigarettes

daily and also used a pipe.

There was a strong family history of my-
ocardial infarctions and diabetes. His father had
had 4 myocardial infarctions. Four paternal

aunts and uncles all had had myocardial infarc-

tions. His mother, maternal grandmother, and a

maternal aunt were diabetic.

Physical examination revealed a well-devel-
oped, well-nourished man with a B.P. of 158/90.

The heart was of normal size with a regular

rhythm and no murmur or rub. There were no
signs of cardiac failure.

The chest x-ray was negative. Cinecoronary
arteriogram revealed a dominant circumflex and
obtuse marginal branches of the left coronary
artery with narrowing of one of the small vessels

originating from the latter branch (Fig. 6).

There was increased tortuosity and terminal di-

latation of the obtuse marginal branch, presum-
ably carrying collateral flow. Lastly, a rela-

tively small caliber of both the anterior de-

scending and right coronary artery was noted.

The ECG. on Feb. 21, showed a characteristic

Wolff-Parkinson-White pattern, and this per-

sisted throughout his hospital stay.

In summary, the coronary arteriogram showed
a small anomalous anterior descending coronary

artery with a very large left circumflex branch.

The Wolff-Parkinson-White syndrome on ECG.
complicated the picture. He was treated con-

servatively with a weight reduction of 50 pounds
being effected. Hydrochlorothiazide was pre-

scribed for its antihypertensive effect. Moderate
clinical improvement has followed.

Case 7. This 24 year old man was admitted to

Vanderbilt University Hospital on March 17,

1967. He had had bouts of rapid heart action

and palpitation since the age of 16. These were
often precipitated by exercise and would last

from 15 minutes to several hours. Strenuous

exertion at times was likely to result in palpita-

tion and chest pain. He obtained relief from the

pain by lying down and placing his head at a

level below the rest of his body. A previous

ECG. had demonstrated atrial fibrillation and a

right bundle branch block pattern during a bout

of tachycardia.

The resting ECG. at the time of this examina-
tion revealed a Wolff-Parkinson-White syndrome
with a short PR interval and a slurred R wave.
A double Master’s exercise test was done. He
completed 46 trips over the two-step. With the

exercise, he developed angina, but no arrhyth-

mia. Tracings after the exercise showed marked
ST segment depression, indicating coronary in-

sufficiency.

Cinecoronary arteriogram revealed the left

coronary artery and all of its branches to be nor-

mal (Fig. 7). The right coronary artery was hy-
poplastic and thread-like in size throughout.

Treatment consisted of cessation of smoking, a

limited exercise program with gradual increase

in activity. He has had little, if any, angina

since the hospital admission and has returned to

regular employment.
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In contrast with these cases, the following

case report is of interest.

Case 8. A 32 year old woman was admitted

with a history of chest pain and fever for SVz

weeks. The chest pain was left anterior pre-

cordial in location, and dull and aching in qual-

ity. The pain had been present intermittently

for the entire period. There was occasional ra-

diation of the pain to the left arm. She had epi-

sodes of diaphoresis, nausea, and lethargy.

There had been a 20 pound weight loss, from 184

to 164 pounds. In 1956, she had been hospital-

ized elsewhere, supposedly with questionable

pericarditis. There was a family history of ar-

teriosclerotic heart disease.

She weighed 165 pounds and had a B.P. of

116/84. The lungs were clear. The heart was of

normal size with a regular rhythm. No murmur
or rub was heard. There was no elevation of the

serum enzymes. Chemical studies of the blood

sugar, serum cholesterol and serum uric acid re-

vealed normal values. The ECG. showed a sinus

rhythm with a low T wave in lead 2, and inver-

sion of the T wave in leads 3, AVF and V3
through V6. An exercise test was attempted.

She was able to complete only 15 steps over the

two-step. The test was discontinued because of

dizziness.

A coronary arteriogram was obtained. At the

time of coronary arteriography she went into

ventricular fibrillation and was successfully re-

suscitated, using mouth-to-mouth respiration

and closed chest cardiac massage. Defibrillation

was employed. The coronary arteriogram was
normal.

It was thought this patient did not have coro-

nary disease, and she was strongly reassured to

that effect. No specific therapy was employed.
She improved rapidly, and is now well.

Discussion

The demonstration of anomalies of the

coronary arterial system in these patients,

and in the high percentage of young people

examined who have angina or previous my-
ocardial infarctions is surprising. In our

experience, it is a dominant factor in coro-

nary disease in the youthful patient, partic-

ularly the young woman. Women below

the age of 35 years with established coro-

nary insufficiency or impairment of coro-

nary flow are much more likely to have a

congenital anomaly of the coronary arteries

than to be a victim of a predisposing meta-

bolic disorder, such as diabetes, hypercho-

lesterolemia, or gout. The occurrence of

coronary artery anomalies is well docu-

mented in the literature. Banchi^ called at-

tention to a case of a single coronary artery

reported by Thebesius as early as 1716.

The entire myocardium was nourished by
an artery with a single ostium arising from
an arterial trunk. Whiting^, in 1937, re-

ported the case of a 14 year old girl with an-

gina pectoris associated with a congenital

rudimentary right coronary artery and a

rudimentary posterior cusp of the mitral

valve. The girl died at age 15 of acute ap-

pendicitis and localized peritonitis.

Postmortem examination demonstrated a

marked difference in the size of the ventri-

cles. The wall of the right ventricle was
atrophic, while the left ventricle showed
hyperplasia and thickening of the muscle

fibers. Wainwright,^ in 1940, recorded a

case of sudden death of a child age 14.

Postmortem examination revealed hypopla-

sia of the right coronary artery. The coro-

nary orifice was pinpoint in size, and the

major portion of the artery was absent. An
area of myocardial fibrosis was found in a

portion of the left ventricle and septum nor-

mally supplied by the missing portion of the

right coronary artery. In 1938, Krumbhaar
and Ehrlich® described 2 cases of congenital

anomalies of the coronary artery. In re-

viewing the literature, they found 4 cases in

which the right coronary artery was absent,

the heart being supplied by the remaining

left coronary artery, and 6 instances in

which the left coronary artery was absent

and supplied by the remaining right coro-

nary artery. Smith,’^ in 1950, reviewed the

literature and found 43 acceptable cases of a

single coronary artery. There were two
predominant types. One included patients

in which the single vessel followed the

course of a normal right or left coronary ar-

tery. Nine of these patients were adults be-

yond the age of 33 years, and the primary

cause of death was not attributed to the un-

derlying coronary artery anomaly. The

second type included cases in which a single

vessel arose from one ostium, but soon es-

tablished an adequate distribution of

branches to both the right and left coronary

arterial system. There were 17 such pa-

tients, 15 of whom were adults past the age

of 35. Two of these patients died following

an acute myocardial infarction. Adams and

Eder®, in 1958, described an incidence of

spontaneous rupture of the right coronary

artery occurring in a 75 year old negro
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woman. Postmortem examination demon-

strated marked hypoplasia of both the aorta

and the right coronary artery, without

aneurysmal formation. Berg and Ober,^ in

1962, described a 62 year old woman with

endocardial fibroelastosis, congestive heart

failure, and multiple pulmonary emboli and

infarction. Congenital hypoplasia of the

right coronary artery was also found.

The demonstration of anomalies in the

coronary arterial circulation of young peo-

ple with coronary artery disease raises sev-

eral interesting points for future investiga-

tions. Did any particular illness occur dur-

ing the maternal gestational period? Were
any drugs or chemical substances employed

by the mother? Do patterns of anomalous

coronary circulation exist as a heritable

trait in families with a high incidence of

coronary disease? These and other ques-

tions are not answered in this small group

of patients.

All of the patients reported are alive

today. All have improved. They experi-

ence little, if any, angina. All are rehabili-

tated. Although surgical treatment was
employed in the first patient, its value is

doubtful. Simple supportive measures

have been instituted, such as moderate re-

striction of activities, change of occupation

in two instances, a graduated exercise regi-

men, and abstinence from tobacco. The
success in treating this group of patients

makes mandatory both a prompt and a cor-

rect diagnosis. Also, the more complete in-

vestigation of chest pain in the group of pa-

tients who do not have arteriographic

changes in their coronary vessels adds im-

measurably to the effectiveness of manage-

ment of this type of patient.

Summary

Angina pectoris and myocardial infarc-

tion are now diagnosed more frequently in

the young individuals. Coronary arteriog-

raphy, permitting an accurate diagnosis

with precise anatomic localization, offers

additional information as to the cause of

such disease. Many coronary anomalies

have been recorded. They are enumerated.

During the past 5 years, 110 coronary arter-

iograms have been carried out at Vanderbilt

University Hospital, utilizing both the flush

technic and selective coronary artery cathe-

terization. Of the 110 procedures, 18 were
in individuals 35 years of age or younger
who had symptoms suggesting the possibil-

ity of coronary disease. Only one of the 18

had a metabolic disorder. Ultimately, 8 of

the 18 (44%) were found to have coronary

disease. Seven patients had demonstrable

congenital anomalies of the coronary ves-

sels. The most frequently encountered

anomaly was a diminutive right coronary

artery. Other patients had congenital ana-

tomical changes in the left coronary artery

or branches thereof. Two patients had as-

sociated Wolff-Parkinson-White syndrome
on electrocardiographic analysis. Brief

clinical summaries are included. The
anomalous coronary circulation is diagram-

matically represented. Literature on this

subject is briefly summarized.
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The evaluation of “blindness” in the hysterical patient or in the malingerer may offer difficult prob-

lems. The use of a variety of examining technics may be needed especially in the case of a knowl-
edgeable malingerer.

Malingering and Conversion Reactions in

Ophthalmology*
ALICE R. DEUTSCH, M.D., Memphis, Tenn.

Introduction

Detecting and verifying malingering is an

important subject for ophthalmologists be-

cause of its far-reaching potential, social,

and economic implications. In many cases

it is very difficult to make a diagnosis; but it

is even more difficult to prove that the pre-

tended disability does not exist. Factual

evidence needs to be given in order that the

initial suspicion of exaggeration or lying is

justified. Care must be taken to distinguish

between hysterical personality disorders,

conversion reactions, and willful deception

often planned beforehand. Considerable

tact is also necessary in writing the issuing

reports without arousing more hostility and,

later on, possible legal interference.

Bilateral amaurosis is very hard to simu-

late and to maintain; for this reason, it usu-

ally is quite easy to recognize the actual

facts and ascertain the basic affliction or

feigned illness.

The presence of pretended monocular

amaurosis or partial loss of vision is very

much more difficult to disprove, especially

in the absence of physical signs of dysfunc-

tion and correlative symptoms. The large

number of suggested tests serve as evidence

of the perplexity of this situation. Demands
to establish precisely the presence of vision

and the amount of vision are justified, but

challenge the patience and ingenuity of the

examiner.

Methods

For many years polaroid lenses in various

combinations have been used to trap the

pretender. Some of those tests are quite

complicated, and some are factually

elementary.^ A simple device, widely used,

puts three polaroid disks, 36 mm. in diam-

*Read at the meeting of the Tennessee Acad-
emy of Ophthalmology and Otolaryngology,

April, 1968, Chattanooga, Tenn.

eter and 2 mm. thick, in the trial frames
with the polarizing axes horizontal. Two
of the disks cover the “normal eye,” and
the patient is asked to read the smallest

print on the Snellen chart also covered by a

polarizing screen. If he continues to read

after the lens in the normal eye was rotated

to the vertical, the obtained visual acuity

refers, of course, to the “blind eye.”

While it is comparatively easy for the pa-

tient to check the vision of each eye if the

examiner tries to block the “good one” with

either combinations of lenses, prisms, red

and green filters, or pharmaceutical means,

it is confusing for the examinee to do so

through a polarized medium. However,
this method is useful and accurate only if

the head of the examinee is absolutely im-

mobile. This sometimes is not an easy task

in an uncooperative person.

Another helpful procedure to discover

misrepresentations is the tracing of the bi-

nocular central field on the tangent screen.^

With useful binocular vision the blind spot

cannot be localized, and its absence serves

as evidence of a probably untrue exaggera-

tion. Whenever the peripheral fields are

outlined on the perimeter, the presence of

the temporal crescents demonstrate at least

some vision in the so-called “blind eye.”

In spite of the fact that the detection of

malingering is not the legitimate task of

perimetry, the contraction and inversion of

isopters, the earlier disappearance of tar-

gets in the centrifugal than centripetal di-

rection, and discrepancies in repeat per-

formances further substantiate inherent

mistrust towards the examinee.

Many tests have been described to evalu-

ate partial visual loss. A comparatively

simple procedure consists of the use of spe-

cifically designed Landolt’s Rings. They
are delineated in such a way that the visual

criterion depends not on the overall size of
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the symbols, but on the width of the gape

and the thickness of the lines.

There can be no doubt, however, that ob-

jective measures of visual acuity would be

the ideal technic. Such a test has been used

in European clinics to check young chil-

dren, psychotic patients, and malingerers.

It is based on evocation of optokinetic nys-

tagmus, and its inhibition and interruption

by an interpolated fixation point or pattern

of fixation points. Here, again, various in-

struments have been described, but their

high costs limit their usefulness. Specific

technics have been used by various authors.

The most known are those by Ohm (Ger-

many)
,
who did extensive studies on nys-

tagmus. Wolin and Dillman^ in this country

and Hannu and Hyvarinen^ in Denmark,
compared the visual acuity achieved under

the arresto-visograph with the visual acuity

on the Snellen charts. The results were
quite remarkable.

Electro-oculography also could serve ob-

jective studies on visual performance, but

again this test is not only very time-con-

suming but also is not readily available ex-

cept in large institutions.

Clinical Data and Observations

The histories of 2 patients will be pre-

sented to illustrate some of the challenges

in similar situations. The first case pre-

sented a possible ocular conversion reaction.

The second overt, well prepared malinger-

ing.

Case 1. An 18 year old Caucasian was brought

to the office by his employer who was concerned

about the boy’s eyes. The patient stated that he
had lost the vision in his left eye completely

after a superficial corneal foreign body was re-

moved several months previously without any
complications. The patient, himself, was very
pleasant, cooperative and completely uncon-
cerned. There were no abnormalities in the po-
sition and motility of either eye on the cover
test. Fixation was present also with the left eye.

The anterior segment of the left eye was normal,
except for a tiny superficial corneal scar medial
of the center of the left eye. The fundus was
normal. The young man blinked vehemently
when the light on the visuscop was suddenly
turned to full strength while inspecting the mac-
ula. The vision in his right eye was 20/20 and
Jg.l, p.p.a. 12 cm. No light perception was pres-

ent in the left eye, in the presence of prompt,
direct, and consensual light reaction of the pupil.

No pupillary dilatation occurred in the left eye
when the right eye was completely blocked. On

the tangent screen with both eyes open, the ex-

aminee did not outline a blind spot, and on the

perimeter he demonstrated easily the temporal

crescent referrable to the left eye. His cyclo-

plegic refraction was unremarkable (OD=+.50,
OS=+.25). His right pupil was dilated a second

time. This time with 5% homatropine, while

only isoptoplain solution was used in the left eye.

After one hour, with both eyes open, he read

20/20 and Jg. 1 in 12 cm. No further tests were
assumed to be necessary to estabhsh the func-

tional character of the ocular complaints. The
young man’s mother called the same day inquir-

ing if the “total blindness of her son’s left eye

would not keep him out of the army.” This was
what he and she hoped would happen. The
young man, however, did not mention his possi-

ble military obligations, nor did he complain
about not being able to do his work as a me-
chanic.

Comment. It certainly is difficult to eval-

uate personality characteristics after having

seen a specific person only two or three

times for a few hours. This man, however,

did not act at all like a malingerer, nor did

he give the impression of being a psycho-

neurotic. On the other hand, he did not

demonstrate “fluctuating visual acuity, in-

fluenced by suggestions or changing fields

which were thought to be positive findings

in ocular conversion reactions.”-’’® He was
precise in his answers. His performances

did not vary when repeated and did not

seem to tire him. The exhaustion phenom-
enon in dark adaptation consisting of up-

ward shift of dark adaptation thresholds

especially characteristic for this symptom
complex was not investigated. Neverthe-

less, the tentative diagnosis was ocular con-

version reaction.

Case 2. A 30 year old insurance-salesman was
sent for consultation. He resented the consulta-

tion and did not hide his feelings. He gave the

history of having been involved in an automobile

accident 4 months previously when he was
thrown against the car door on his left side.

When seen at his home-town hospital emergency
room, only bruises on the left shoulder and over

the left side of the thorax were found. He was
not admitted, though he reported that his “left

eye was blind and displaced to the temporal side.

The vision, which was perfect before the acci-

dent, never returned, nor did the eye return to a

normal position.”

On examination an exotropia of about 25 de-

grees (perimeter) was found. In spite of the

fact that the patient held fixation occasionally on

the cover test, it was impossible to do any prism

measurement correctly. There was not much
difference in the squint angle in elevation or de-

pression. Adduction was present but there was
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no convergence. Delicate scars were visible over

the medial and lateral rectus of the left eye, pos-

sibly also over the left inferior oblique insertion.

The patient was very angry when asked about

the date of his squint operation, but finally ac-

knowledged 2 operations when he was 8 years

old, emphasizing again and again that his vision

was perfect and the eye straight until the “acci-

dent.” There was no abnormality in the anterior

segment otherwise. The fundus was normal. The
pupils were equal and reacted promptly, directly

as well as consensually. No dilation of the left

pupil occurred when the right eye was com-
pletely covered. His cycloplegic refraction was
+.25 x90 in the right eye, with vision = 20/20;

in the left eye the refraction was +.50 xlOO and
no light perception. When the macula was local-

ized with the visuscop, he blinked normally as

soon as the light was put in full strength. He re-

fused to let me use a trial frame, but insisted that

I use the refractor, so that I could not “sneak in

Polaroid lenses.” At this time it was realized that

neutralization of lenses, complimentary color

tests, and variations of those tests would not be

useful in this case because of the patient appar-

ently having studied and become well acquainted

with malingering tests. He watched closely

what I did by shutting his eyes alternately.

However, by showing him two dots in a vertical

line and asking him to watch the distance be-

tween them, he did not notice that I turned off

one light and put a prism 6 A in front of his

right eye; of course, he saw two dots.

Comment. The patient was also well in-

formed about the presence of the blind spot

in a normal field, but he was hot familiar

with the variations in the size of the blind

spot in various observation distances from

the tangent screen. Therefore, the blind

spot in 2 meter was a little smaller and

closer to the fixation point than previously

when checked in 1 meter. He also made his

nasal field on the tangent screen conspicu-

ously too small. There were pronounced

discrepancies and inconsistencies when the

field borders were checked repeatedly on

the tangent screen and when the direction

of the target movement was changed.

However, on the perimeter, he had a per-

fectly normal binocular field. The temporal

crescent of the left eye reached even fur-

ther to the left than on the regular chart.

No further tests were thought to be indi-

cated. There could not be any doubt on the

functional origin of the presented disability

when summarizing the results of the exami-

nation.

In spite of the fact that no antagonism

was shown to the man, and no remarks

were made that his information was
thought to be untrue, he did not change his

attitude of mistrust and hostility during this

extended investigation. No additional his-

tory could be obtained. The examinee
strictly declined to discuss any contributory

events before the accident.

Discussion

The basic factor of the various malinger-

ing tests is the temporary blocking of the

good eye without the awareness of the ex-

aminee. This is a real problem, since a

shrewd person certainly can test each eye

in the splitting of a second. Discrepancies

in the information obtained need to be eval-

uated and double-checked with other types

of tests to be of significance. An objective

method for the determination of visual acu-

ity by arresto-visography as described by
Hannu^ is available only at special clinics

and not widely used. A very effective, sim-

ple and easily available method is the binoc-

ular tangent screen. Here, again, it is dif-

ficult to check the rapid closing of the so-

called blind eye, especially if the examinee
has knowledge of the existence of the blind

spot and tries to line it out. While checking

the peripheral field, the examiner has the

advantage of facing the examinee in a short

distance. By referring to the special place

on the chin-rest, the examinee gets the im-

pression that only the sound eye is investi-

gated, and, apparently, reports what he

really sees because he feels secure. This

simple test has proven to be very helpful

with several other patients. Nevertheless,

it was never mentioned in the literature.

The tangent screen test, on the contrary,

has already been described by Van Scily

and recommended again by Sproule in 1955.

This author also quoted two corresponding

case histories.

Summary

Factors characteristic for conversion reac-

tions and malingering were outlined and

guide-lines in the selection of adequate in-

struments and particular technics were dis-

cussed. It was emphasized that theoreti-

cally the differential diagnosis between hys-

teria, conversion reaction, and malingering

is well defined. In practice, on the other

hand, it is often very difficult to make the
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correct diagnosis in specific cases. Binoc-

ular field testing might be a simple and

useful adjunctive test in determining faked

monocular blindness. This was documented
in two corresponding case histories.
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Discussion. J. Wesley McKinney, M.D., Mem-
phis. Ocular hysterical or conversion reactions

are many and varied. Among the muscular

manifestations are clonic blepharospasm, conver-

gence or divergence spasm or paralysis, ciliary

spasm with pseudomyopia or paralysis of accom-
modation and a spastic mydriasis.

More common are the visual phenomena char-

acterized by varying degrees of amblyopia, usu-

ally bilateral but occasionally unilateral and fi-

nally abnormal sensitivity to light.

Characteristically the manifestations of hyste-

ria are variable from day to day, or even from
time to time during the same day. The results of

subjective tests do not correspond to any disease

present or the tests give abnormal findings in the

absence of any demonstrable disease. Visual

fields may be bizarre, corresponding to no neu-

rologic lesion. There may be hemianopsias or

the typical “gun-barrel” contraction, having the

same size and shape when tested at 2 meters as

at 1 meter. Central scotomas also have the same
size at the two distances. It is to be noted that

the patient does not bump into doors or stumble

over obstacles despite his apparent poor vision or

markedly contracted fields.

What is the nature of this condition which is

obviously functional, responds to suggestion and
leaves no sequelae? Apparently it is a fear reac-

tion which is converted more or less consciously

or unconsciously to an external manifestation in

a susceptible individual. The incapacitating

symptom permits him to avoid facing up to the

object of his fear. The fear may be real or

imaginary. He may fear the results of trauma or

have the fear of possible trauma. He may fear

illness, loss of a loved one, social rejection, fail-

ure at a task and the like. It is important to re-

member, however, that the hysterical or conver-

sion reaction may be superimposed on any exist-

ing pathologic condition.

A 27 year old teacher in a convent school was
brought in by her Mother Superior because of

recent development of poor vision which incapa-

citated her for her work. She had an alternating

estropia of 30 arc degrees and visual acuity in

each eye of only 20/200. Fields were bizarre and
variable. The fundi were completely normal.

No suggestion, trickery or psychiatric treatment

brought back her vision. When we decided to

send her back to the convent she casually

dropped the remark “Aren’t you going to

straighten my eyes?” It finally dawned on me
that the crossed eyes were the cause of her am-
blyopia, but I said “Why straighten your eyes if

you can’t see?” “But I want my eyes straight-

ened.” “Will you see if I straighten your eyes?”

After some sparring during which she was reluc-

tant to admit a connection between her crossed

eyes and her seeing, finally a threat to send her
home without operation brought out, “Doctor, I

will see.”

On the operating table immediately after the

injection of novacain she said, “Oh, Doctor, I can
see.” Her vision postoperatively was 20/20 in

each eye.

Was her visual disability consciously or uncon-
sciously produced?

Malingering, on the other hand, offers no prob-
lem as to the cause of the visual impairment.

The malingerer is merely lying for obvious gain,

usually financial. Typically he has been in an
accident in automobile or industrial plant. He
complains of partial loss of vision to complete
blindness in one eye—rarely in both eyes. It

does not require any particular sagacity on the

part of the ophthalmologist to spot the malin-
gerer. It does require the readiness on the part

of the examiner with certain tests which can be
carried out smoothly in order not to alert or an-

tagonize the patient. It is important to show
great sympathy for the patient’s loss of vision

and to direct his attention to the preservation of

vision in his remaining eye. Ostensibly all tests

are directed toward the good eye after the first

tests seem to agree with him that the injured eye

is blind. Having ascertained the approximate
refractive error by retinoscopy the examiner
stresses the importance of keeping both eyes

open so that the focusing will be relaxed as the

tests are carried out on both eyes together.

Beginning with approximately a +3.00 sphere

above his refractive requirement in each eye his

vision is progressively improved in the sup-

posedly impaired eye and merely changed a

quarter or half diopter up or down in the sup-

posedly good eye. This procedure will prove the

presence of vision and the visual acuity in the

claimed poor eye. If, however, our malingerer is

smart and has been tested before, all the tests

that Dr. Deutsch has mentioned may be neces-

sary to prove his deception.

A 36 year old preacher had been in an automo-
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bile accident one month previously. His family +3.00 sphere over the good eye and piano over

doctor had repaired a small laceration in the the right he read 20/20 with his blind right eye.

right eyebrow. When the patch was removed The suit against the insurance company was
the right eye was blind. At my examination he dropped after the deposition.

admitted no light perception in this eye. Both Both hysterical or conversion reactions and
eyes were internally and externally normal. malingering are interesting and challenging

Retinoscopy revealed no refractive error. With problems for the ophthalmologist.

HEARTS IN THE TENTH DECADE: Siegmund
H. May, M.D., et al., Arc. Int. Med., V. 121: 141,

1968.

This article reports on the clinical study of

hearts of 100 residents of the A. Holly Patterson

Home for the Aged and Infirm, Uniondale, N. Y.

Ages were from 90 to 99 years. Average age was
92.5; 29 were men, and 71 women.

Six died before they were fully evaluated and 4

were dropped from the study which was for over

a one year period. Fifteen patients died during

the study; 1 died of myocardial infarction and 4 of

heart failure associated with infections. The sub-

jects were studied by history, physical, chest

x-ray, EKG., blood and urine studies.

The following interesting results were recorded:

68% had no complaints suggestive of cardiovascu-

lar dysfunction; 15% had moderately reduced ex-

ercise tolerance with mild dyspnea; 17% had se-

verely reduced exercise tolerance with severe dys-

pnea or orthopnea, 11% of these also had anginal

pain.

Upon physical examination, 34% had no abnor-

mal findings on examination of the cardiovascular

system. Moderate abnormalities were present in

57%, which included significant systolic murmurs
in 46, combined systolic and diastolic murmurs in

6, irregular pulse in 13. Cardiac enlargement was
present on physical examination in 52. Eight pa-

tients had mild congestive failure; 9% of these had
refractory congestive failure and most of these

had associated pulmonary or genitourinary infec-

tions. Only 25 had diastolic hypertension (dia-

stolic pressure over 90); 14 had labile pressures,

and 11 had sustained elevation. Three patients

had diastolic pressures of 110. The mean systolic

pressures for the group was 144 mm. Hg. and the

diastolic 77 mm. Hg.; 32 patients had systolic

pressures over 160, and in 12 of these it was 180

or over.

X-ray examinations revealed tortuosity and cal-

cification of the aorta in nearly every patient.

Forty-one percent had moderate to mild cardiac

enlargement and 2% had marked enlargement
with passive congestion in the lungs.

Electrocardiograms: 57% had tracings that were
suggestive of myocardial damage; 32% had
changes indicative of myocardial damage; and
only 11% had normal tracings (New York Heart

Association Standards). The most frequent ab-

normalities found were old myocardial infarctions,

16 non-specific ST-T changes in 12, ischemic T-

waves in 9, right bundle branch block in 8, left

bundle branch block in 7, left ventricular hyper-
trophy in 5, auricular flutter in 2, auricular fibril-

lation in 3, nodal rhythm in 2, 1st degree AV
Block in 7 and 2nd degree AV Block in 1 case.

Other observations on the patients revealed that

15 had a history of obesity. The PCV.’s were 35 to

40%, only 2 with a PCV. below 30. No elevated

BUN.’s recorded, only 7 had elevated 2 hr. post-

prandial blood sugars. Cholesterol values were
low with a mean value of 189 mg./lOO ml. Only 5

of 68 asymptomatic patients had normal findings

to all examinations and tests.

Unfortunately the authors do not specify how
many of the subjects were taking digitalis prepa-

rations, diuretics, coronary vasodilators, antico-

agulants or antihypertensive medications and how
many were on special diets. They do suggest that

at least some were under treatment for congestive

failure. However, the observations made are in-

teresting and should help those of us interested in

presbycardia and the care of an increasing num-
ber of aged patients, especially those with acute

surgical problems and those being considered for

nonemergency but otherwise indicated surgery.

So often the abnormal EKG., loud systolic mur-
mur, or a history of prior myocardial infarctions,

on the surface would seem to indicate a prohibi-

tive mortality from cardiac complication if sur-

gery were carried out. However, we know that

many older patients with these changes tolerate

such procedures reasonably well.

The study findings on physical examination,

EKG. and x-ray which we associate with serious

heart disease in people in their mid-years are ap-

parently well tolerated in the aged. At first

glance, one might think of these 100 patients as

examples of the survival of the fittest; however,

we do note that 16 of them had had myocardial

infarctions at some undetermined time in the

past.

The authors do indicate that only 15 had been

obese; 81 were considered to have been very ac-

tive physically; 16 moderately active, and only 3

sedentary most of their lives. No comments were
made as to the use of tobacco, alcohol or the

amount of emotional pressures they were sub-

jected to. However, it is probably no surprise to

the male that the “weaker sex” accounted for 71

of the 100 patients.

(Abstracted for the Middle Tennessee Heart As-
sociation by H. R. Anderson, M.D., Nashville.)
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Retirement Program*
EUGENE J. KEOGH,t New York, N. Y.

(3) Purchase an annuity contract from a

During the past sixteen years it has been

a pleasure for me to appear on many pro-

grams in which I sought favorable congres-

sional action for the self-employed and
their retirement. I will not review the long

details of this struggle but, during the

course of the next few minutes, will outline

the many benefits that await you with the

advent of this taxable year or, in other

words, beginning now.

First, let us consider those who are eligi-

ble to participate. The answer is any one

who works for himself and that includes the

butcher, the baker and the candlestick

maker, with or without employees. Also

included are partners or owners of an unin-

corporated business. I know you will be

surprised to learn that there are approxi-

mately 9 million self-employed and an

equal number of eligible employees which
means that the act about which I am speak-

ing to you tonight involves the welfare of

almost 18 million persons, a truly remarka-

ble number of our fellow citizens.

Let us now consider the ways in which

you can now implement your own retire-

ment program and the benefits that can be

derived therefrom.

You may contribute up to 10% of your

earned income in each taxable year but not

more than $2,500.00 annually. For example,

if your earned income was $15,000.00 you

may contribute $1,500.00 to your own retire-

ment plan.

The tax incentives—the deduction and

the equally important tax-free buildup of a

retirement fund—will be available if any

one of the following methods of savings for

retirement is utilized.

(1) Put the money in a trust—that is,

give the money to another person (the trus-

tee) to hold for your benefit. This other

person, in most cases, must be a corpora-

tion, which is a bank or trust company.

(2) Put the money in a special “custodial

account.”

* Presented at the meeting of the Tennessee

Medical Association, April 20, 1968, Chattanooga,

Tenn.
fCongressman from New York State.

life insurance company (life insurance pro-

tection may be included, but only if that

protection is incidental to the retirement

benefits under the contract)

.

(4) Purchase special U. S. Government
“Retirement Bonds” issued by the treasury.

For the sole owner of a business, there is

nothing to stop him from setting up a re-

tirement plan for himself and reaping the

tax benefits. But if one is a partner with-

out the controlling interest in the partner-

ship, there will have to be agreement

among the other partners (at least enough

of the other partners to make a voting ma-
jority) .

There are still some who fail to realize

that an owner-employee who wishes to allo-

cate money tax-free for his own retirement

must do the same for his eligible employees.

All employees do not have to be covered.

Seasonal employees (those who work five

months out of the year or less)
,
part-time

employees (those who work 20 hours a

week or less)
,
and employees who have less

than three years of service, need not be

provided with benefits.

The number of long-service employees is

an important factor to be considered in de-

ciding whether or not to set up a program.

The cost of so doing will be weighed against

the tax savings, but I caution you not to

base a decision solely on the differential. I

have friends, and so do you, who have lost

valued employees to corporations because

of their failure to provide retirement cover-

age.

If one has employees who must be cov-

ered under the plan, every dollar he puts

into the retirement fund for them is theirs,

with no strings attached. If they quit, be-

come disabled, die, or for any other reason

sever employment, they or their beneficiar-

ies take the retirement savings with them.

The reason for “immediate vesting” is that

since the owner-employer always has a

vested right to contributions made to a re-

tirement plan for his own benefit, the law

requires him to provide similar vested

rights for his employees.

The owner-employee with employees who
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must be benefited if he is to benefit from a

tax-free retirement plan, will have to give

consideration to the source of the money to

be set aside. In this respect, there are two
broad choices. Either a pension plan, or a

profit sharing plan. Under a pension plan,

a definite commitment is made for your em-
ployees when they retire. In a profit shar-

ing plan, you must have a definite fixed for-

mula for determining the amount of profits

to be shared—that is, set aside for your em-
ployees’ retirement. Ordinarily, this will

be expressed as a fixed percentage of profits

or a fixed percentage of profits up to a cer-

tain amount.

As in other retirement plans, the rules for

the self-employed make provision for the

possible eventualities which may overtake

the covered individual:

Normal retirement: Benefits may not or-

dinarily be withdrawn from these retire-

ment funds by an owner-employee until he

reaches the age of 59 1/2 years. Employees
may draw benefits upon reaching the retire-

ment age agreed upon in the plan.

Disability retirement: Benefits may begin

upon physical disability for both owner-em-
ployees and their employees. Disability is

defined as any medically determinable

physical or mental impairment which can

be expected to result in death, or has lasted

or can be expected to last for a continuous

period of at least twelve calendar months,

and which renders the person unable to en-

gage in any substantial activity.

Late retirement: For owner-employees,

benefits must be distributed upon reaching

age 7OV2 . Employees and the self-employed

who are not owner-employees may continue

working past that age and need not accept a

distribution until they actually retire.

Death: If an owner-employee dies with

benefits still due him under the plan, three

alternative ways of distributing his remain-

ing interest are provided:

(1) The interest may be distributed to

beneficiaries within five years of his death,

or, if later, the death of his wife;

(2) The interest may be used within five

years to purchase an immediate annuity

payable over the beneficiary’s life or over a

period no longer than the beneficiary’s life

expectancy; or

(3) If distribution has already begun.

benefits must be paid out over a period no

longer than the life expectancy of the de-

ceased or the joint life expectancy of him-

self and his wife.

I have briefly outlined to you the current

media for participation. Now I would like

for you to consider why every eligible per-

son should take advantage of an opportu-

nity that provides benefits for himself and

his family upon retirement or disability.

First, let us consider the self-employed

individual, the primary beneficiary of the

legislation. The average self-employed

hopes, at the end of the year, after taxes, to

have some savings to put in a bank account,

buy common stocks, mutual funds, insur-

ance or some other sort of investment.

Under the act, he can now provide for in-

vestments before taxes. In other words, he

can put aside up to $2,500 a year for his re-

tirement without the payment of taxes and

this plan of savings for his retirement is not

only tax deferred but any accumulations

are tax free. Transcribed in the terms of

dollars, this means that if a person age 35

puts aside $2,500 each year at 6% interest,

he will be wor^h $209,504.00 when he is 65.

In addition, this same individual will be

saving $740.00 on his tax free investment,

permitting an additional saving of $22,200.00

for the period I have mentioned for a com-

bined total saving of $231,704.00. I trust you

will agree this is truly an opportunity no

one should overlook. This result is propor-

tionately as beneficial for any self-employed

person who might invest either a lesser

amount or at a later age than I have indi-

cated.

For the self-employed with employees for

whom he must provide a plan, there are

also the same tangible benefits never before

provided. His contribution toward the em-

ployees’ retirement plan is a tax deduction

so this saving, added to the saving for his

own contribution, is substantial. In addi-

tion to providing for his employees, I cannot

help but think of a great illustration that

has come to my attention regarding the

Sears Roebuck Pension Plan. I am sure

when the employees were told of this pen-

sion plan they would have preferred to

have the money in their pockets. Thirty

years later, however, when a newspaper

reported that a Sears’ cleaning woman re-
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tired with $125,000.00 to her credit, every-

body started talking about how great Sears

was and how farsighted its executives had
been. The popularity of a plan for em-
ployees of the self-employed will take time

too. They will have to understand that

after 25 years of service they may retire

and receive $65,000.00.

I must also emphasize at this point that

the self-employed might also make a volun-

tary contribution, if he, has an employee,

which although not tax free, accumulates

tax free. Add this accumulation to the

$209,504.00, together with the tax savings

each year and you have a remarkable fund
for your benefit in retirement.

In conclusion, I want to touch upon two
remarks that have often been asked of me.

The first of these remarks usually states

that the benefits that have been set forth

are most attractive, but where am I going to

get the funds to participate in the plan. My

answer to that is if you do not want to take

advantage of a law that has provided for

your retirement, then forget about partici-

pating, but if you are farsighted enough to

realize that you can take advantage of shel-

tered income for your retirement, then by
all means do so, because the beneficiaries

are going to be you and your family.

The second question often deals with the

payment of the retirement benefits provided

by the law. There are many proposals in

this regard that you can adopt which will

provide you with an income such as annuity

payments, or government bonds, when your

earning power is not as great and, hence,

the tax impact will be lesser.

But, above all, the eligible self-employed

business and professional man should think

of himself, his family and his employees

and should adopt an appropriate retirement

plan, as soon as possible.

PURULENT PERICARDITIS IN INFANCY. Ger-

son, W. M., and McCracken, G. H., Jr. Pediat.

40 : 1967 .

Fifty infants with purulent pericarditis, includ-

ing the 7 reported in this paper, have been re-

ported in the world literature since the turn of the

century. The children ranged in age from 2 days

to 24 months, and of 46 in whom the sex was
specified, 26 were male and 20 female. The mor-
tality rate was 66%; eliminating those in whom
the disease was not recognized clinically the mor-
ality rate was 47%. Only one infant under the

age of one month has been documented to have
survived.

Suppurative pericarditis has rarely been found

to be a primary infection. Pulmonary infection is

the most common accompanying condition. The
disease occurs either by direct extension from the

adjoining lung or from hematogenous spread.

Evidence of cardiac tamponade, a “quiet” pre-

cordium with muffled heart sounds and pericardial

friction rub are the most prominent physical find-

ings. X-ray shows a large heart and clear lung

fields with poor cardiac pulsations at fiuoroscopy.

The EKG. reveals ST-T wave changes with ST

segment elevation as the most typical abnormal
finding.

The organism most responsible for purulent

pericarditis was Staphylococcus aureus in almost

half the cases and was responsible for 73% of the

deaths. The pneumococcus, once the most com-
mon organism causing suppurative pericarditis,

represented only 10% of the cases.

The results of therapy of purulent pericarditis

shows a striking preponderance of survival among
infants who were treated with both pericardial

drainage and appropriate antimicrobial agents.

There were no recoveries among patients who re-

ceived antibiotics alone, and only 3 of 12 infants

survived who had drainage of the pericardium
without antimicrobial therapy. It appears that

both modes of treatment are essential in the treat-

ment of purulent pericarditis. The study pre-

sented showed that cardiac tamponade is not a

rare occurrence and that antibiotics alone are not

sufficient treatment for the disease. Recovery
with antibiotics alone has not been reported in a

single infant with suppurative pericarditis.

(Abstracted for Middle Tennessee Heart Associa-

tion by Norman M. Cassell, M.D., Nashville)
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CLINICOPATHOLOGIC
CONFERENCE

Veterans Administration Hospital*

Fatty Metamorphosis of the Liver and

Esophageal Varices

Present Illness: This 41 year old white male
labor foreman was admitted for the first time

with complaints of weakness, nausea, and hema-
temesis. He had developed a “bad cold” some 5

to 6 days before and noted severe general mal-

aise which was sufficient to require bed rest.

Anorexia and slight diarrhea (3 to 4 loose brown
stools daily) also occurred. He denied chills and

did not think he had fever. He had noticed oc-

casional bouts of pyrosis in the past which re-

sponded to Alka-seltzer. He had suffered with

numerous colds and several episodes of “flu” in

the past 5 years. He stated that he was sensitive

to penicillin and had developed a “delayed serum
sickness reaction” to penicillin several times in

the past. He was also “allergic to sulfa drugs.”

He denied asthma and hay fever.

Three hours prior to admission he became
weaker and more nauseated and vomited two
Alka-seltzer tablets and some water he had
taken recently. Within 30 minutes he vomited 3

more times and brought up bright red blood (ap-

proximately 100 cc. each time). He vomited
more blood on two occasions while in the Outpa-
tient Department. He broke out in a “cold sweat”

and felt dizzy. He also was aware of generalized

numbness and tingling. At about the time of ad-

mission he had for the first time, sharp lancinat-

ing pains at the inferior angles of the scapulas,

unrelated to breathing.

Further history disclosed no weight loss or

jaundice. He smoked about a pack of cigarettes

daily and denied heavy drinking of alcohol. He
did admit drinking “

1/2 pint” 5 days prior to ad-

mission. His wife, from whom he was separated,

said he drank considerably more whiskey than

he admitted. He said he “bruised easily.”

Examination: T. was 97.8°, P. 120, and B.P.

180/120. He was described as well developed

and nourished; the skin was cold, clammy, and
pale. During the examination he vomited about
500 cc. of bright red blood. No alcohol was de-

tected on his breath. The scleras appeared
slightly muddy colored. The mucosal surfaces

were very pale.

Heart and lungs were negative on examination.

No abdominal organs or masses were palpated.

Bowel sounds were very hypoactive. There was
no abdominal tenderness or rigidity. A small

varicocele was present on the left. The stool in

the rectum was brown and guaiac negative.

*From the Medical and Laboratory Services of

the Veterans Administration Medical Teaching
Group Hospital, Memphis, Tenn.

External hemorrhoids were present. There was
an ecchymotic spot, 3x5 cm., over the posterior

left lower thorax—the patient was not aware of

its presence.

Laboratory Data: WBC. count was 8800 with
74% polys; RBC. count was 5.2 million, PCV. of

46% and Hgb. 16 Gms. Urinalysis revealed sugar
2% or more, strongly positive acetone test, nega-
tive test for bile and sp. gr. 1.029. Bleeding time
was 7'30" and platelet count 168,000. A later ur-
inalysis revealed a weakly positive test for bile

and prothrombin time 18", control 14" (48%).
Serum bilirubin was 4.0 mg. with 0.67 mg. per
100 ml. direct. BSP. showed 42.5% retention. A
chest x-ray was not remarkable, and a film of

the abdomen showed the left renal shadow lower
than the right. The splenic shadow was consid-
erably enlarged. An upper G.I. series done as an
emergency showed minimal changes in the lower
esophagus, possibly due to small varices.

Hospital Course: Numerous blood transfusions

were given. A Sengstaken tube was inserted but
failed to curb the bleeding. About 9 hours after

admission, an exploratory laparotomy was done.

Discussion

Dr. Burkett: It seems to me that there are

several clinical and laboratory features in

the case that are quite definite and which
have to be explained. First of all, the out-

standing manifestation of this man’s illness

was massive upper gastrointestinal bleed-

ing. From the clinical viewpoint, this was
not associated with any demonstrable ra-

diologic abnormality of the upper gastroin-

testinal tract and it was not controlled by
the use of a Sengstaken tube. The fact that

it was not controlled by a Sengstaken tube

is somewhat against varices. However, it

does not definitely exclude varices because

bleeding may continue with varices in spite

of a Sengstaken tube if the tube is not prop-

erly placed or if there are gastric varices

which cannot be effectively compressed.

Therefore, the lack of control of the bleed-

ing with a Sengstaken tube does not neces-

sarily exclude varices. Secondly, this man
had marked BSP. retention of 42.5%. The
excretion of BSP. depends not only on in-

tact liver function but also on the blood sup-

ply to the liver. The patient had massive

hemorrhage and it is certainly conceivable

that shock could be responsible for some
BSP retention. It has been difficult for me
to find out just how much retention of BSP.
one might expect from shock alone. The
text books say simply that there may be

“some” retention with shock but I think
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42.5% is considerably more than “some.” I

asked Dr. Gompertz about this, and he says

that it is his impression on the GI Service

here that in bleeders who have BSP. tests it

is very unusual to have more than 20% re-

tention with bleeding alone or shock alone

in the presence of normal liver function.

Since Dr. Gompertz’s impressions are al-

most always correct, I will have to accept

the fact that this man had liver disease.

Thirdly, he had mild hyperbilirubinemia

with a direct fraction slightly less than 20%
of the total bilirubin. It is said that an ele-

vated bilirubin, of which less than 20% is

direct reacting, is indicative of hemolysis.

In addition to hemolysis it may be second-

ary to the breakdown of blood in the body,

for example, blood which has been extrava-

sated into the tissues or into a body cavity.

This is not an invariable rule, however, and

apparently there are some patients with

liver disease who may have primarily indi-

rect hyperbilirubinemia. At first he had

glycosuria and acetonuria. Further, he had

splenomegaly. This seems to be a definite

radiologic finding even though the spleen

was not palpated clinically.

In addition to these rather definite find-

ings, there are a number of other things

which are much less definite and certainly

which I have much greater difficulty in ex-

plaining. First, there was some suggestion

that he might have a hemorrhagic diathesis.

In addition to the gastrointestinal bleeding,

he had a history of easy bruisability. There

was an ecchymosis of the left posterior

chest. The bleeding time was slightly pro-

longed. We consider the normal for bleed-

ing time less than 6 minutes; his was IVz

minutes. However, this is a very crude test

and subject to a number of variables not the

least of which is the vigor with which the

technician attacks the patient, so I am not

sure that this finding is significant. There

was also a slight hypoprothrombinemia of

48 percent. This is not within a range at

which one would expect spontaneous bleed-

ing. However, I think this may be a signifi-

cant finding in that it may indicate the pa-

tient had more severe liver disease than one

might expect from other tests. There was
also some suggestion that he might have a

retroperitoneal mass. It was mentioned

that the left kidney was lower than the

right, representing the reversal of their

usual relative positions. There was also a

left varicocele. As you know, the left testic-

ular vein joins with the left renal vein and
a mass in the region of the left kidney may
produce a varicocele. Splenomegaly is

sometimes the result of a retroperitoneal

mass and is caused by compression of the

splenic vein. The back pain which he ex-

perienced could be due to some retroperito-

neal disease. It is said that the somatic ref-

erence for pancreatic pain is from the 6th to

the 10th dorsal dermatome, and I presume
other retroperitoneal diseases in the region

of the pancreas might have a similar pain

reference. Due to these thoughts it is a lit-

tle difficult for me to discount various

causes of a retroperitoneal mass, although I

have even greater difficulty explaining the

entire clinical picture on the basis of some
retroperitoneal disease.

Other things that are of questionable sig-

nificance are the fact that he might have

had increased susceptibility to infection and

was sensitive to penicillin and sulfa. I have

an idea that these things are not really of

significance in the primary diagnosis.

It is my opinion that in the case of gas-

trointestinal bleeding not due to obvious

things like varices, hiatus hernia, peptic

ulcer, or carcinoma, the differential diagno-

sis becomes a guessing game and I don’t

think this would be a very productive ap-

proach for me. There was also a suggestion

that he had a hemorrhagic diathesis.
However, it is difficult for me to believe

that he had a primary hemorrhage disor-

der. Certainly it is difficult to believe that

he had some hereditary hemorrhagic dia-

thesis since I would have expected a history

of previous bleeding and I would have ex-

pected more extensive evidence of bleeding

than just gastrointestinal bleeding and a

single ecchymosis. Therefore, I think to ap-

proach this diagnostic problem from the

standpoint of a hemorrhagic diathesis

would be unrewarding. There is one quite

unusual possibility which I would like to

mention—pheochromocytoma. Actually
the occurrence of gastrointestinal bleeding

in pheochromocytoma was first reported in

an article from this hospital in 1951 by Drs.

Gendel and Ende. I checked that article,

incidentally, and this is not the patient that
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was reported by them. However, it is now
recognized that there is an etiologic associa-

tion between gastrointestinal bleeding and

pheochromocytoma. It is believed that this

is related to norepinephrine secretion be-

cause some patients who were given Lev-

ophed for shock later developed gastrointes-

tinal hemorrhage. This was stressed in an

editorial just last year in the Archives of

Internal Medicine. In addition to gastroin-

testinal bleeding, this man had hyperten-

sion and had an abnormal glucose metabo-

lism. He had glycosuria and acetonuria and

had a questionable mass in the retroperito-

neal area, possibly in the region of the left

kidney. I think all of these things could be

explained on the basis of pheochromocy-

toma. However, I am reluctant to make
this diagnosis simply for statistical reasons.

It is a very unusual disease and also, it

would not explain marked BSP. retention.

There are several things by way of retro-

peritoneal disease which have occurred to

me but none of them seem quite satisfac-

tory as an explanation for this man’s prob-

lem.

Of course, either a carcinoma of the pan-

creas or pancreatitis with pseudocyst for-

mation might give the evidence of retroper-

itoneal mass such as he had and also might

cause diabetes. Either of these may also

very rarely be associated with hemorrhagic

diathesis due to a fibrolysin. This is quite

unusual but does occur. However, this pa-

tient did not have a picture of acute fibroly-

sin crisis. Such patients have very severe,

exsanguinating hemorrhages from all the

orifices and into the skin. A chronic fibroly-

sin may be much less fulminant than this,

but, again, even with a chronic fibrolysin

one would expect other evidences of bleed-

ing rather than just gastrointestinal bleed-

ing and a single ecchymosis. Of the extra-

pancreatic causes for retroperitoneal mass,

the lymphomas and sarcomas would be the

most common and I find these completely

inadequate to explain the entire clinical

picture. I think it is unlikely that a lym-

phoma or sarcoma would invade and de-

stroy the pancreas sufficiently to cause dia-

betes. Also, they are unlikely to cause gas-

trointestinal bleeding except by direct inva-

sion of the stomach or duodenum and this

should have been demonstrable radiologi-

cally. It is conceivable that he did have a

severe hemorrhagic diathesis and might
have had a retroperitoneal hematoma.
However, I don’t think the evidence is suffi-

cient to indicate he had such a severe hem-
orrhagic diathesis that he would have spon-

taneous retroperitoneal bleeding.

It seems that the conclusion that this man
had severe liver disease is unavoidable.

This is the only way that I can explain sat-

isfactorily the marked BSP. retention.

This, I think, also could account for his hy-

perbilirubinemia, even though it is primar-

ily indirect hyperbilirubinemia. This

would also account for gastrointestinal

bleeding either as a result of varices or as a

result of hemorrhagic disorder secondary to

liver disease. There is only one thing I find

that is not satisfactorily explained by liver

disease alone and this is the glycosuria and
acetonuria. It is said hyperglycemia may
result from severe liver disease but appar-

ently this is not marked and I would not ex-

pect acetonuria secondary to liver disease

alone; therefore, I think there must be some
other explanation for this. There is one

single disease which could explain both the

evidence of liver involvement and pancre-

atic involvement and that, of course, is he-

machromatosis. He did not show the com-
plete triad of hemachromatosis, that is, skin

pigmentation with cirrhosis and diabetes. I

would be unwilling to make a diagnosis of

hemachromatosis without the triad.

It is probable that he had Laennec’s cir-

rhosis with bleeding secondary to varices or

to hemorrhagic diathesis in the absence of

varices. Actually, as is mentioned, the

prothrombin time was not so low that one

would expect spontaneous gastrointestinal

bleeding. In cirrhosis there are multiple

other coagulation disturbances, deficiencies

of several coagulation proteins, including

labile factor, stable factor, PTC and possi-

bly others. Deficiencies of some of these

substances might not necessarily be re-

flected in the prothrombin time. However,

it has been established that the coagulation

deficiencies in liver disease generally paral-

lel fairly closely the depression of pro-

thrombin. Therefore, I think the prothrom-

bin time would indicate generally his other

coagulation deficiencies and would also

provide a pretty good index of the tendency
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for spontaneous bleeding in liver disease.

Since his prothrombin time was not very

low, it is unlikely that he had a significant

hemorrhagic diathesis. It is much more
likely that he bled from varices. My diag-

nosis in this case, therefore, are: (1) Laen-

nec’s cirrhosis; (2) gastrointestinal hem-
orrhage due to varices; and (3) diabetes

mellitus.

Anatomic Findings

Dr. Young: At the time of operation the

stomach was full of blood and a “blind”

subtotal resection was done. Following this

he continued to bleed even more, and after

numerous transfusions, expired. At the

time the autopsy was performed there was
little of note to be found above the dia-

phragm. The lungs weighed 260 and 345

Gm. There was some evidence of atelec-

tasis due to aspiration of vomited material.

No pneumonia was yet present. The heart

weighed 380 Gm. and other than being

slightly enlarged, showed nothing signifi-

cant. The liver was a very pale color and

was extremely large. It weighed 3600 Gm.
The liver parenchyma was converted al-

most entirely into a mass of liver cells

which contained lipid material (Fig. 1).

Fig. 1.

The portal spaces revealed only minimal

scarring. In other words, this is an instance

of severe fatty metamorphosis of the liver

but without significant portal cirrhosis. We
did not give a diagnosis of portal cirrhosis

since his course seemed to be mainly on the

basis of fatty metamorphosis. This brings

up several interesting aspects of this dis-

ease. Does one see gastrointestinal hemor-

rhage in severe fatty metamorphosis? In

one report of 17 cases of severe fatty meta-

morphosis, esophagoscopy disclosed signifi-

cant varices present in 4, and 8 of them
gave a history of significant hematemesis.

The severe swelling of the liver apparently

produces portal hypertension by partly ob-

structing portal blood flow. We have seen

several cases here this year in which this

type of episode has been present. They
usually have a high alcohol intake and

enter with massive fatty metamorphosis of

the liver. This can be so severe that one

may pick up symptom complexes in several

groups or they may show liver failure

alone. One may see gastrointestinal hemor-

rhage or hemorrhages in other places due to

prothrombin deficiency or from esophageal

varices. Our case today showed esophageal

varices. There was a granularity of the sur-

face of the stomach, and some of the varices

were ulcerated in the upper portion of the

fundus of the stomach as well as in the

esophagus (Fig. 2).

Fig. 2.

Thus, in summary, this does represent a

case of extreme fatty metamorphosis of the

liver associated with esophageal varices.

The spleen revealed congestion. It weighed
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380 Gm., and as you have seen by the x-ray,

was moderately enlarged.

Are there any further comments or ques-

tions?

Dr. Bowers: Why did he bleed?

Dr. Young: This is the result of acute por-

tal hypertension, I think.

Dr. Bowers: Was the portal venous pres-

sure measured?

Dr. Young: No, it was not. You can have

acute or chronic hypertension. It has been

brought out, too, that in cases where the

pressure has been measured one can have

an elevated pressure where fatty metamor-
phosis is the principal difficulty. This dis-

appears when the cases respond to treat-

ment.

Dr. Bowers: Should a biopsy of the liver

be done in a case such as this?

Dr. Young: I suppose this is one of the

best things to do. Apparently the gross ap-

pearance of the liver is not always striking

enough to allow a diagnosis to be made.

Apparently, the operator did not feel that

this was fatty metamorphosis even though

at autopsy there was no question about the

coloration of the liver. Likewise, I do not

think it was felt that definite esophageal

varices of significant size were present. At
the time the stomach was opened an at-

tempt was made to look at the fundus of the

stomach to see if there were any bleeding

sources. No definite bleeding point was
found.

Dr. Bowers: How can a surgeon tell that

portal hypertension is associated with fatty

metamorphosis of the liver? Fatty meta-

morphosis of the liver to me means that at

the operating table the liver looks a little

A Symbol
to Support . . •

American Medical

Association — Education

and Research Foundation
535 N. Dearborn St., Chicago 10, III.

bit more yellow than the normal liver but

the size may be normal or near normal.

Dr. Young: The size may be near normal
in the sense that it may not be more than

1800 or even 2400 Gm. in weight. Some of

these livers, however, will weigh much
more than that. I think the main change is

the color. If one really wishes to know and
is in a position to do so, one can ask for a

frozen section. Another approach would be

to measure the portal pressure. In this

instance there was no gross evidence of cir-

rhosis.

Dr. Bowers: I think that’s what confused

the operator.

Dr. Young: Most of the varices and most
of the instances of hemorrhage are asso-

ciated with cirrhosis of significant degree,

regardless of its cause. The important

thing about this case though is to bring out

the fact that one can see fatalities from

fatty metamorphosis of the liver, and that it

may take several courses, among which is

bleeding from acutely developing esopha-

geal varices.

Fatty metamorphosis may also lead to ne-

crosis and even fat embolisms from the rup-

turing liver cells. Fat emboli in the lungs

and brain can be extensive. There have

been some investigations which point out

that in cases of severe fatty metamorphosis

of the liver the cause of death may have

been related to this fat embolization. Liver

failure from the destruction of liver cells

and from the tieing-up of liver cells with

fatty material can cause death also.

Final anatomic diagnoses. (1) Fatty met-

amorphosis of liver, severe, and (2) Esoph-

ageal varices with massive gastrointestinal

hemorrhage.

General Practitioner

To assist Plant Medical Director direct

and supervise all phases of expanding oc-

cupational medical program of large

(2,600 employees) ordnance plant. Ma-
ture doctor with medical administrative

experience preferred. Suburban Chatta-

nooga location, attractive salary, compre-
hensive benefits. Contact H. T. Halth-

cocl(. Volunteer Army Ammunition Plant,

Atlas Chemical Industries, Inc., P. O. Box

6008, Chattanooga, Tennessee 37401.
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Some U.R.I. patients are more
miserable than others.

That's why we make Novahistine®

tablets in two different formulations.

And let you control the dosage.
Each Novahistine LP tablet contains phen-
ylephrine hydrochloride, 25 mg.; and chlor-
pheniramine maleate, 4 mg.
Each Novahistine Singlet tablet contains
phenylephrine hydrochloride, 40 mg.; chlor-
pheniramine maleate, 8 mg.; and acetamin-
ophen, 500 mg.

panied by pain, aches and fever.

Whether you prescribe Novahistine LP or Nova-

histine Singlet, a total daily dose of 3 or 4 tablets

will usually provide effective, continuous relief.

Use cautiously in patients with severe hypertension,

diabetes mellitus, hyperthyroidism or urinary re-

tention. Caution ambulatory patients that drowsi-

ness may result.

PITMAN-MOORE DIVISION OF THE DOW CHEMICAL COMPANY, INDIANAPOLIS

With Novahistine LP tablets and Novahistine

Singlet™ tablets you have the range and flexibility

of decongestant dosage that lets you prescribe for

the needs of the individual patient.

Novahistine LP tablets are most useful for relief of

nasal congestion in patients without pain or fever.

Novahistine Singlet tablets, which provide analgesic-

antipyretic effect, as well as decongestant action,

are indicated for upper respiratory infections accom-

Nothing else Fve tried seems to work, so I decided to give you a crack at itN
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TENNESSEE VALLEY MEDICAL ASSEMBLY
(Sponsored by the Chattanooga and Hamilton County Medical Society, Inc.)

MEMORIAL AUDITORIUM, CHATTANOOGA TENNESSEE
Friday, September 13, and Saturday, September 14, 1968

16TH ANNUAL ASSEMBLY
Friday, September 13, 1968

7:30 REGISTRATION BEGINS

9:00 Dwight L. Wilbur, M.D., Pres. American Med.
Assn., San Erancisco, Calif., “Medicine and the

Government”

9:30 Oliver H. Beahrs, M.D., Prof, of Surg., Mayo
Graduate School of Medicine, and Head, Div. of

Surg., Mayo Clinic, Rochestei', Minn., “Surgical

Management of Parotid Tumors”

10:00-10:30 INTERMISSION-REVIEW EXHIBITS

10:30 Robert S. Stempfel, Jr., M.D., Prof. Pediatrics

and Assoc. Prof. Physiology, Duke Hosp., Dur-
ham, N. C., “Genital Ambiguity: Sex Assignment
and the Physician”

11:00 George V. Taplin, M.D., Lab. Nuclear Med. and
Radiation Biology, UCLA, Los Angeles, Calif.,

“The Role of Nuclear Medicine in Unilateral

Renal Disease”

11:30 John D. Young, Jr., M.D., Prof. Urology, Univ.
of Maryland, Baltimore, Md., “Contributing
Causes and Treatment of Urinary Tract In-

fections”

NOON Luncheon Symposiums—$4.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

Symposium No. 1 “MANAGEMENT OE CORONARY
HEART DISEASE”
Guest Panelists: Bernard Lown, M.D.

Dwight L. Wilbur, M.D.
Robert H. Eurman, M.D.

Moderator: Phillip H. Livingston, M.D.

Symposium No. 2 “NEW METHODS AND TREAT-
MENT OF CANCER”
Guest Panelists: Oliver H. Beahrs, M.D.

J.
Englebert Dunphy, M.D.

Albert I. Mendeloff, M.D.
Robert D. Sullivan, M.D.

Moderator: Joseph J. Dodds, M.D.

2:00 Bernard Lown, M.D., Assoc. Prof, of Cardiology,

Harvard School of Public Health, Dept, of Nu-
trition, Boston, Mass., “The Use of Digitcdis Gly-

cosides”

2:30 I. V. PoNSETi, M.D., Prof., Dept. Orthopedic
Surg., LIniv. of Iowa, Iowa City, Iowa, “Skeletal

Groivth Anomalies in Children”

3:00-3:30 INTERMISSION-REVIEW EXHIBITS

3:30 P. E. Bernatz, M.D., Assoc. Prof, of Surg., Mayo
Graduate School of Medicine and Cons. Sect, of

Surg., Mayo Clinic, Rochester, Minn., “Aortoiliac

Repair”

4:00 Panel Discussion: “DIAGNOSIS AND MANAGE-
MENT OE THROMBOEMBOLISM”
Panelists: George V. Taplin, M.D.

P. E. Bernatz, M.D.
Bernard Lown, M.D.
Robert H. Furman, M.D.

Moderator: Paul M. Aggeler, M.D.

Saturday, September 14, 1968

7:30 REGISTRATION
9:00 J. Englebert Dunphy, M.D., Prof, and Chmn.,

Dept. Surg., Univ. of Calif., San Francisco, Calif.,

“The Management of Upper and Lower Gastro-

in testinal He niorrhage”

9:30 Albert I. Mendeloff, M.D., Dir., Div. of Gastro-

enterology, Dept, of Medicine, Johns Hopkins
Univ., Baltimore, Md., “Aspects of hiflammatory
Bowel Disease”

10:00-10:30 INTERMISSION-REVIEW EXHIBITS
10:30 M. B. Dockerty, M.D., Prof. Pathology, Univ.

of Minn. School of Medicine, Mayo Graduate
School, Rochester, Minn., “Colonic Polyps—Be-
nign and Malignant”

11:00 Denis Cavanagh, M.D., Prof, and Chmn., Dept.

Gynecology-Obstetrics, St. Louis LIniv. St. Louis,

Mo., “Septic Shock in the Pregnant Woman.”

11:30 Robert H. Furman, M.D., Assoc. Dir. of Re-
search, Head of Cardiovascular Sect., Okla. Medi-
cal Research Fdn., Okla. City, Okla., “A Practical

Approach to the Prophylaxis of Coronary Artery

Disease”

NOON Luncheon Symposiums—$4.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

Symposium No. 3 “RHEUMATIC DISEASES TODAY”
Guest Panelists: John T. Sharp, M.D.

I. V. Ponseti, M.D.
Moderator: Fay B. Murphey, Jr., M.D.

Symposium No. 4 “DIAGNOSIS AND TREATMENT
OF GI HEMORRHAGE”
Guest Panelists: R. B. Turnbull, M.D.

J. Englebert Dunphy, M.D.
Albert I. Mendeloff, M.D.

Moderator: Tim
J.

Manson, M.D.

2:00 Byrd S. Leavell, M.D., Prof, and Head, Dept,

of Medicine, Univ. of Virginia, Charlottesville,

Va., “Diagnosis of Patients with Anemia”

2:30 Charles H. Best, M.D., Prof. Emeritus, Head,
Dept. Physiology and Dir., Banting and Best

Dept, of Medical Research, Univ. of Toronto,
Toronto, Canada, “Forty-Seveyi Years of Insulin”

3:00-3:30 INTERMISSION-REVIEW EXHIBITS
3:30 R. B. Turnbull, M.D., Head, Dept, of Colon and

Rectal Surg., Cleveland Clinic, Cleveland, O.,

“Cancer of the Colon: The Influence of the No-
Touch Isolation Technique on Survival Rates”

4:00 Panel Discussion: “PROBLEMS IN THE
MANAGEMENT OF DIABETES”
Panelists: Charles H. Best, M.D.

M. B. Dockerty, M.D.
Albert I. Mendeloff, M.D.

Moderator: James M. Moss, M.D.

4:00 Alternate Panel
“STAGING AND TREATMENT OF PATIENTS
WITH MALIGNANT LYMPHOMA”
Byrd S. Leavell, M.D., Charlottesville, Va.

“CHEMOTHERAPY OF CANCER”
Robert D. Sullivan, M.D., Boston, Mass.



!>

Sailentine

EDICAL IGEST

SVi*iV^A*»W«*«SS*A

News 0# iiiferesf to Hectors in Tertiiessee
ViCVA*A%V.V.*.V.‘.'.V.V.*. A.\-'

TMA POSITION ON DRUG PRESCRIBING ... On the subject of labeling of

prescriptions, the TMA House of Delegates at the 1968 session, endorsed
the policy that the action of the Council on Drugs of the American Medi-
cal Association be made the policy of the Tennessee Medical Association
. . . It recommended that all physicians adopt the labeling of prescrip-
tions, making an exception only when such disclosure would be detri-
mental to the welfare of the patient and that the prescription container
be labeled with the name and strength of the drug . . . The policy sug-
gested that the physician use two sets of prescription blanks, one which
is for routine use with an order to label, or write the word "label" on

the personal prescription blank,
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EMERGENCY SITUATIONS ... In emergency situations, such as accidental
poisoning, overdoses, or attempted suicide, immediate identification of

a prescription drug from the label may be lifesaving . . . The AMA
Council on Drugs has recognized that there are occasions when such la-
beling is inadvisable for psychological or other reasons, and that the

physician is the one to make the decision and it is believed that the
advantages of labeling outweigh the objections in almost every instance
. . . The above basically describes the action adopted by the TMA House
of Delegates.
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THE STUDENT AMERICAN MEDICAL ASSOCIATION ... Is organized in the
medical schools in Tennessee and it embraces the philosophy and princi-
ples of the American Medical Association and organized medicine . . .

Through its House of Delegates, TMA endorses the Student AMA and should
render guidance and stimulation on the state level and locally through
county medical societies . . . Also, the House recommended that officers
of the chapters of the Student AMA in Tennessee be invited to attend fu-
ture meetings of the House of Delegates of the Tennessee Medical Asso-
ciation.

HIGHLIGHTS OF ACTIONS OF THE BOARD OF TRUSTEES ... At the meeting of

the TMA Board of Trustees on April 21, key actions included establish-
ment of a Committee on Continuing Medical Education . . . The Board also
established an eight-man Committee on Comprehensive Health Planning
. . . Approved an expenditure of $1,000 for a workshop to be sponsored
by IMPACT . . . Accepted a moderate increase in the cost of printing of

the TMA Journal . . . Adopted a motion informing the Director of Medical
Affairs at Vanderbilt University School of Medicine that the TMA is vi-
tally concerned with the decisions the University makes where health
care affects persons in the State, and that representatives of TMA will
cooperate to make policy positions known of the Tennessee Medical Asso-
ciation and the American Medical Association.



NEW MEDICARE GUIDE MAILED ... The S ocial Security Administration is now
mailing to all physicians revised copies of the "Medicare Handbook" , re-
flecting 1967 changes in the law . . . Purpose of the Handbook is to aid
physicians and their assistants in answering questions about the program
. . . In a separate mailing later, physicians will receive a copy of

"Medicare—A Reference Guide for Physicians ,

"

a detailed run-down on all

aspects of the program. This is still being prepared . . . Both hand-
book and reference guide will have a special index which provides a key
indicating where principal 1967 changes can be found readily.

^V ^

COMPREHENSIVE HEALTH PLANNING . . . In a recent survey made of state
medical associations' position on comprehensive health planning, the ma-
jority of state associations are supporting, cooperating with, and as-
serting leadership in comprehensive planning ... In the designation of

state agencies, 35% have named the State Health Department as the admin-
istrative agency . . . Such activities as joint information meetings,
formulating general policies, recommending programs, drafting needed
legislation and approving area-wide planning grant applications, have
been indicated.

•'(*
•'I"'

SIZE AND COMPOSITION OF STATE HEALTH PLANNING COUNCILS ... Ten of

the health planning councils have been appointed in the states, ranging
in size from six to sixty-five members. Medical association representa-
tion on each council numbers from 0 to 6 (Tennessee has eight TMA mem-
bers on the planning council) • • • The office of Comprehensive Health
Planning of the U. S. has now approved 25 plans . . . Less than half of

the state associations reporting have disseminated information and/or
guidelines to local medical societies or physicians through newsletters
and memorandum. Over one-half have either held or participated in con-
ferences on planning.

^

AMA NEWS . . . The AMA NEWS is requesting letters from physicians in all
states to include in an expanded let ters-to-the-editor department called
"As Others See It" . . . This section now fills a page in the weekly
publication and is intended to cover a range of individual physicians'
views on many subjects representative of various geographical areas and
types of practice within the country . . . This project deserves atten-
tion from every Tennessee physician who has suggestions for the AMA
... It is especially recommended for those who believe that AMA is too
big to listen to the multiple diversion of opinions of its members.

$432 MILLION IN PART B BENEFITS . . . Insurance companies paid $432 mil-
lion in "Part B" Medicare benefits last year, reports the Health Insur-
ance Institute ... In Tennessee, Medicare payments amounted to

$16,926,755.00.
•I* ^ n*

LAW CLARIFIED . . . Social Security Medicare director Thomas Tierny had
this reaction to a question about labor's demand for fixed fees from
Medicare bills; Present provisions of the Law are very clear that pay-
ment is made on the basis of "usual and customary" charges. Any change
would require a new law by Congress.



Hadley ]VJlliams, Public Service Director

HEALTH ARTICLES POPULAR IN CONSU?^ER MAGAZINES . . . Several national
magazines have published articles recently dealing with health care.
Not all have been favorable to medicine's policies and activities.
Ralph Nader, of auto safety fame, has written an article in Ladies Home
Journal saying 90 per cent of all medical radiation is unnecessary.
Patients that mention the article should be encouraged to read "How Safe
Are X-Rays?" in the June issue of Today's Health magazine which every
member of AMA receives. The May issue of McCall's magazine has an arti-
cle entitled "Hospital: Enter at Your Own Risk." Based on the book
"Sickness and Society," the article examines a large Eastern medical
center and claims this "first-rate hospital is run to suit doctors,
nurses, students, teachers, bureaucrats, researchers, and everyone else
connected with it—except the patients."

OL.
*T* *T» *T* *T* *T*

PUBLIC OPINION OF DOCTORS' FEES . . . Better Homes and Gardens magazine
has published a report on consumer questionnaire reflecting attitudes
and opinions of 278,477 respondents. In reply to the question: "How do
you think doctors' fees compare with fees of other professionals?", 34%
answered much too high for services performed; 27% said high, but justi-
fied by greater training and skill ; 23% said about in line with other
professionals and 16% felt fees were quite fair considering the service
performed. A high percentage of families were concerned about the total
of income spent for health and medical services. A recent Gallup Poll
asked persons living in 300 communities: "What is the most important
problem facing this community today?" It is interesting to note that
out of the top 13 local problems there was no mention of health, medi-
cine or physicians.

U. vl. ^I|.

HEALTH CARE POPULAR SUBJECT . . . The Magazine Relations Department of
the AMA, which works with consumer magazines, reports that in 1967
sixty-eight magazines published 1,111 articles on health and medical
subjects. Of this enormous total, only 10 were considered not to be
informative, well written or opposed to medicine's policies and
activities.

TMA OFFERS PHYSICIAN PLACEMENT SERVICE . . . Physi cians are reminded
that a Placement Service is offered by the TMA office to those physi-
cians seeking locations to practice within Tennessee and communities or
other physicians seeking the service of a physician. This is the time
of year when many physicians are graduating and military tours and resi-
dency terminations are reached. TMA members are urged to refer any ac-
quaintance seeking a location to practice to the TMA Placement Service.
Filling the gaps in physician services at the community level is the ob-
jective of the Placement Service.



AMA JUDICIAL COUNCIL ISSUES OPINIONS ... AM Judicial Council has is-
sued an opinion regarding the ethics involved in a physician, retiring
from practice, selling his patients' records to another physician. In
the opinion of the Council, a physician's records have been developed
during the physician-patient relationship. This relationship referred
to in Section 9 of the Principles of Medical Ethics, requires that a
physician not reveal the confidences entrusted to him in the course of
medical attendance. Therefore, since the physician's records summarize
these confidences, they too are cloaked with this same protection. The
Council states further that a transfer of patient's records, without his
consent, would violate this confidence. However, with the patient's
consent, his records may be transferred to a physician of his choice and
a reasonable charge made for secretarial or duplicating services. Fur-
thermore, the Judicial Council declares that a physician may not
ethically purchase such records from a retiring physician or from the
estate of a deceased physician.

^ ^ ^

NATIONAL MEETINGS OF IMPORTANCE . . . The dates of several national
meetings of importance and interest to Tennessee physicians have been
set by the AMA. The annual AMA Communications Institute will be held at
the Drake Hotel in Chicago, August 20. This one-day affair v;ill present
the latest products, ideas and program in medical public relations. All
county society public service committee chairmen and members should at-
tend. On the following day, August 21st, a one-day conference for
County Medical Society officers will take place at the Drake. The meet-
ing, authorized by the AM House of Delegates at the Houston Clinical
Meeting, will bring together officers, staff and members of county medi-
cal societies to discuss various problems, leadership techniques, and
mechanics of organization. The program will feature highly respected
experts discussing the role of the county medical society today and what
lies ahead in the final third of the 20th century.

vO

HEALTH QUACKERY CONGRESS, MEDICAL ETHICS CONGRESS ... The Fourth Na-
tional Congress on Health Quackery will be held October 2-3 at the Drake
Hotel in Chicago. Co-sponsored by the AM and the National Health Coun-
cil, the meeting will have "Protecting the Consumer" as its theme. The
meeting will be the opening event of "AM Law Week." On October 5-6 the
Second National Congress on Medical Ethics will take place at the Drake.
General topics to be discussed will include Medical Ethics in Practice,
Medical Ethics and Medical Science, and Medical Ethics and Discipline.
Sponsored by the AM's Judicial Council, the program will be a prac-
tical consideration and application of ethical principles in everyday
practice.

a.
-I' ^ -'r* •’c

PHYSICIANS URGE MOTORCYCLE RESTRAINTS . . . Members of the medical
staff at Obion County General Hospital in Union City have adopted a
resolution urging the city council to make it illegal for youngsters un-
der the age of 16 to operate motorcycles in Union City. Dr. Byron 0.

Garner, a member of the TMA Legislative Committee, has been instrumental
in the effort. Physicians across the state have become alarmed at the
tremendous increase in deaths and serious injuries occurring to children
under 16 while operating or riding motor driven cycles. A TM sponsored
bill in the 1967-68 General Assembly which would have forbidden children
under 16 from becoming licensed passed in the House but was defeated in
Senate committee. Physicians are urged to follow the lead of Union City
doctors and encourage local ordinances and regulations. The aid of

other groups such as the PTA, civic organizations and clubs should be
solicited by local physicians in an effort to curb the rising death rate
of children riding high-powered cycles.
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A Look into the Future

One can sense an increasing demand for further changes in the

methods of delivering health care to the public. Faced with the

mounting cost and more public dissatisfaction, the medical profes-

sion would be foolish to put its head in the sand and pretend all

is well. One does not have to read occasional newspaper headlines

or Look Magazine to realize the above statement is true. Even
such conservative publications as “Forbes” has a most enlightening

and interesting article with the title, “Medicine in Hot Water” or

“Move Over Doc.” If we realize that medical service is the fastest

growing industry in the United States, eating up over 6 percent

of the Gross National Product and an estimated 10 percent by 1970

(approximately 50 billion in 1967) no wonder the public, both busi-

ness and labor, is taking a much harder look. The most dissatisfaction is with the high

cost of hospitalization.

Newell

In my opinion one of the most significant changes in health care is the interest big

business has taken in medicine. This interest will most likely be developed along pri-

vate enterprise lines. I speak of the “monster” the computer. Obviously, no machine can

ever replace a doctor or a nurse but machines can save hours of time, and even, better

they may be able to curb the frightening cost of hospital care. Many fine companies such

as Litton Industries, General Electric, Bio-Science (Dow Chemical), Honeywell, Lock-

heed, North American, etc., are now spending millions of dollars in research projects of

all types. They are working on automated electronic diagnostic centers, such as at Kai-

ser’s Permantente medical complex in California. The Mayo Clinic in Rochester, Minne-

sota has a long-term multi-million dollar project for a completely automated hospital in-

formation system. In this latter project, the doctors orders, the nurses notes, laboratory

tests, pharmacy orders, billing, x-ray, etc. will all be automated into one system which
is estimated will save considerable money, perhaps $300 on a $1,000 hospital bill. Whether
this grandiose idea of reducing hospital expense is practical, no one really knows. One
can take hope that big business would not enter this field unless the profit incentive is

there. There has to be a benefit for the consumer, in this case the hospital and patient,

if it is to be successful. Without attempting to be a soothsayer, it is quite possible that

the computer machines in the next ten to fifteen years may revolutionize the practice of

medicine as much as the x-ray machine did shortly after the turn of the century.

42JZ 77 .

President

Sincerely,
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JULY, 1968

EDITORIAL
FACTORS PREDISPOCING TO
CORONARY HEART DISEASE

Physicians are increasingly apprised of a

variety of factors that appear to predispose

to the development of coronary artery dis-

ease. It is difficult for the physician to

evaluate the relative importance of these

various factors and even more puzzling to

decide what treatment is appropriate for

each.^

Two general categories of conditions have

been implicated in the development of is-

chemic heart disease.

In the first category are measurable phys-

iologic variables such as biochemical deter-

minations, blood pressure, and indices of

obesity. These factors can be numerically

expressed and are ideal for statistical analy-

sis.

In a second group are heredity, body

build (as opposed to obesity), physical ac-

tivity, diet, and emotional tensions. These

cannot be expressed in numerical terms

and, therefore, are more difficult to analyze

statistically. Undoubtedly they contribute

to the risk of coronary artery disease, al-

though the mechanisms by which they af-

fect the coronary circulation are obscure.

Risk factors influence the coronary blood

vessels in one or more ways. The develop-

ment of atheroma at certain sites, the vas-

cular damage associated with hypertension

and diabetes mellitus, various disturbances

of lipid metabolism, and coagulation abnor-

malities of the blood are among these im-

portant factors.

Several biochemical abnormalities appear

to be risk factors but cannot be categorized

so simply. Hyperglycemia is more preva-

lent among persons with coronary artery

disease, and although an elevated blood glu-

cose is probably harmless, when present,

may suggest undiagnosed diabetes mellitus

with its ever-important microangiopathy.

Frequently, hyperglycemic persons with

coronary disease also have a high preval-

ence of hypertriglyceridemia.^ Hyperuric-

emia has been implicated, but its frequent

association with hyperlipemia makes sep-

arate evaluation of each of these factors

difficult. In like manner, elevated serum
cholesterol and triglyceride levels frequent-

ly coexist in the same individual.

One might continue to enumerate the in-

terrelationships between various of these

risk factors. However, their importance is

in individuals under the age of fifty years.

When ischemic heart disease is present in

this age group, one or more risk factors are

usually present. In those past sixty-five

years of age, the principle risk factors are

difficult to evaluate. Since they are so

prevalent in association with advancing age,

very few individuals are unaffected.

From a clinical view, some factors cannot

be altered. Heredity and body build are ob-

vious examples. Correction of blood glu-

cose will probably not alter the microangio-

pathy of the diabetic whose vascular disor-

der may have preceded his carbohydrate in-

tolerance.

Certain factors can be altered without

specific medical regimens. Cigarette smok-

ing which significantly increases the mor-

bidity and mortality from coronary artery

disease should be discontinued. In like

manner, obesity which is frequently asso-
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ciated with hypertension, hyperglycemia,
and hyperlipemia® can be corrected by
weight reduction. This alone may reduce
risk from several factors. Exercise which is

regular, vigorous enough to cause fatigue,

and graded to the individual’s tolerance

may also help to reduce the risk of ischemic

heart disease.

Other risk factors require medical super-

vision. Hypertension, when present, should
be controlled as should diabetes mellitus,

although hypotension and hypoglycemia
must be avoided to avoid the unnecessary
risk of an acute vascular complication.

Hyperlipemia should be treated after de-

termining whether it is primary or second-

ary. If it is secondary to diabetes or hy-

pothyriodism, correction of the cause of dis-

ease will effectively control the elevated

serum lipids.

If it is “essential” and the principle ab-

normality is hypercholesterolemia, fat re-

striction and substitution of polyunsaturated

for saturated fat is the most effective die-

tary change. If hypertriglyceridemia is

present, or both cholesterol and triglyceride

levels are elevated, carbohydrate restriction

of the diet is usually effective.

If dietary regimens do not result in satis-

factory control of serum lipids, several

pharmacologic agents may be used; the

most effective and safe drug to date is clofi-

brate which not only lowers serum tri-

glyceride and cholesterol levels, but re-

duces atherorcia and increases fecal sterol

excretion.

Correction of physiologic abnormalities

among persons with overt coronary artery

heart disease can do no harm, but is proba-

bly too late to afford much benefit.

Correction of “habit” factors (smoking, obe-

sity, physical indolence, and emotional pat-

terns) is probably the most important part

of secondary prevention.

Primary prevention and the correction of

abnormalities before they cause overt dis-

ease is the ideal, but elusive, goal. Hyper-

tension, hyperlipemia, and mild glucose in-

tolerance are recognized early only if they

are sought. It is reasonable to suggest that

all persons who present for periodic health

examinations should have determinations

of serum cholesterol and serum triglyceride

and a test for glucose tolerance in addition

to a careful history and physical examina-
tion, just as certain hemologic tests and
routine urinalyses are now performed. Early

detection and correction of conditions that

increase risk of coronary artery disease

are the most promising approach to preven-

tion.

A.B.S.

References

1. Ostrander, L. D., Jr.: Alterations of Factors

Predisposing to Coronary Heart Disease. Ann.
Int. Med. 68: 1072, 1968.

2. Ostrander, L. D., Jr., Ness, B. J., Block, W.
D., Francis, T., Jr., Epstein, F. H.: Hyperglycemia
and Hypertriglyceridemia Among Persons with

Coronary Artery Disease. Ann. Int. Med. 67: 34,

1967.

3. Bierman, E. L. and Porte, D., Jr.: Carbohy-
drate Intolerance and Lipemia. Ann. Int. Med.
68: 926, 1968.

NATIONAL SURVEY OF VD INCIDENCE

Presumably all in the private practice of

medicine have received a brief 3-item ques-

tionnaire from the American Social Health

Association. Two questions refer to pa-

tients seen because of syphilis, and one to

patients having gonorrhea.

The covering letter is signed by Dr. Blas-

ingame. Executive Vice-President of the

AMA. This statistical survey is sponsored

by the American Medical Association, the

American Osteopathic Association, and the

National Medical Association along with the

American Social Health Association.

One needs merely to reiterate that all ac-

cumulating statistics point to rising rates of

venereal disease since 1958, especially

among teenagers. Among infectious dis-

eases, the frequency of gonorrhea is proba-

bly exceeded only by the common cold.

The last similar survey in 1962 had a 72%
response from physicians in private prac-

tice. Your Editor would plead that you as a

citizen-physician contribute your completed

questionnaire to better the percentage of 5

years ago.
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IN MEMORIAM

Rolfe, Daniel T., Nashville. Died May 26, 1968,

Age 66. Graduate of Meharry Medical College,

1927. Member of the Nashville Academy of

Medicine.

Priest, Edward McCall, Memphis. Died June

10, 1968, Age 46. Graduate of University of Ten-
nessee College of Medicine, 1946. Member of

Memphis-Shelby County Medical Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Memphis-Shelby County
Medical Society

Members of the Memphis and Shelby

County Medical Society and their wives at-

tended a dinner and dance, sponsored by
the Physicians Benevolent Fund, on June
4th. The affair was held in the Skyway
Room of the Sheraton-Peabody Hotel.

Guest speaker for the evening was Dan
Kuykendall, Ninth District Representative

to the U. S. Congress. His subject was
“Your Responsibility in the Body Politic.”

Knoxville Academy of Medicine

The program for the meeting of the Acad-

emy on June 11th was provided by the

Knox County Unit of the American Cancer

Society. The speaker was Robert B. Shira,

Major General, Dental Corps, and Assistant

Surgeon General and Chief of the Army
Dental Corps, Washington, D. C. General

Shira’s subject was “Early Diagnosis of

Oral Cancer.”

NATIONAL NEWS

The Month in Washington
(From Washington Office, AMA)

The American College of Radiology,

defending the current use of x-rays by phys-

icians, criticized published scare stories for

causing unwarranted fears of x-ray exami-

nations. Dr. Richard Chamberlain, a

spokesman for the college, said such articles

as one in a recent issue of the Ladies Home
Journal distorted facts in such a manner
that it added up to “one of the most tragic

things in medicine” by scaring people as to

the possible effects of being x-rayed. Dr.

Chamberlain said the usage of x-rays by
physicians in this country is “remarkably

good.”

“The risks to patients in the performance

for medical x-ray examinations are vanish-

ingly small. Diagnostic x-ray examinations

do not endanger the health of patients, de-

spite a few shrill claims to the contrary.

We could cite millions of instances where
x-ray examinations provide life-saving in-

formation to patients.”

The College supported in testimony be-

fore the Senate Commerce Committee a ra-

diation standards bill proposed after reports

of radiation leaks from color television sets.

Dr. Chamberlain stated that “the public

has the right to expect protection against

harmful amounts of inadvertent exposure

to radiation from the operation of electronic

devices.” He added that much more is

known today about the effects of radiation

than about many other environmental con-

taminants. Although more needs to be

learned about the effects of low levels of ra-

diation, he said, “we do know with assur-

ance that their potential for harm is very

small. The real tragedy occurs when even

a single person may be misled by a distor-

tion of radiation hazards to refuse a needed

diagnostic x-ray examination.”

^ ^ ^

The Food and Drug Administration

(FDA) has proposed new regulations for

the classification of drugs found both safe

and effective for their labeled uses in a sur-

vey of more than 3,600 prescription drugs.

The new procedures would open the way to

increased competition within the drug in-

dustry by allowing firms to market drugs

reclassified as “not new” or “no longer new”
without submitting and awaiting approval

of new drug applications (NDA) by the

FDA.
A manufacturer that gets an NDA ap-

proval for a product has the right to market

it exclusively. It is in effect an individual

company license. Under the terms of the

Food, Drug and Cosmetic Act, any medicine

can remain in this “new drug” category re-
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gardless of how long it has been on the mar-
ket. The new proposal would set up a sys-

tem for reclassifying the pre-1962 “new
drugs” recognized as effective in the drug
efficiency study being conducted for FDA
by the National Academy of Sciences-Na-

tional Research Council. The review, au-

thorized by Congress in 1962, covers 3,690

drugs—every drug marketed in this country

between 1938 and 1962. The drugs under
review had been approved as “new drugs”

solely on the basis of safety.

FDA announced that two drugs—metyra-
pone and metyrapone ditartrate—would be

the first “new drugs” reclassified under the

proposal. Both were found effective for

their recommended uses of testing the func-

tioning of the pituitary glands. They are

manufactured by CIBA Pharmaceutical

Company.
In its second report to carry out recom-

mendations of the study of every drug man-
ufactured in the United States between 1938

and 1962, the FDA notified the manufac-
turer of a drug used in the treatment of se-

verely painful menstruation to provide evi-

dence within 60 days that the product is ef-

fective for conditions listed in its labeling.

The drug Lutrexin, manufactured by Hyn-
son, Estocott & Dunning, Inc., of Baltimore,

is available on prescription only.

The FDA also has issued a new warning
about dangers of the antibiotic drug chlor-

amphenicol.

* * *

Health Education and Welfare Secretary

Wilbur Cohen estimated that the medicaid
program may cost the federal government
between $2.5 and $3 billion in the fiscal year

1971.

The estimate for the next fiscal year

(1968) is $2.1 billion. The original estimate

for the current year was $1.7 but that

proved substantially low and the adminis-

tration has asked for $500 million more.

Congress has put some restrictions on the

medicaid program, effective this July 1, and
they may result in holding down the 1971

costs below Cohen’s estimate.

The Social Security Administration re-

ported that the medicare Part B program,

physicians’ services, operated at a small def-

icit in fiscal 1967 which will be covered by

the increases from $3 to $4 in monthly pre-

miums.
The percentage of people 65 and over en-

rolled in the doctor bill insurance part of

medicare went up from 92 to 95 percent

during the 6-month open enrollment period

that ended April 1. About 700,000 older

people who had missed out on their first

chance to enroll signed up between October

1, 1967, and April 1 of this year. Now, 18.6

million of the 19.6 million persons 65 and

over in the nation are now enrolled for

medicare voluntary medical insurance.

Social Security Commissioner Robert M.
Ball said that the overall social security

fund is in good fiscal condition. Medicare

received $3.1 billion in fiscal 1967 and dis-

bursed S2.6 billion. Ball said. He said esti-

mates for the next 25 years showed that the

program “has a favorable actuarial balance

—namely, that total income over the 25

years ahead is expected to exceed total

outgo.”

Cohen told a House appropriations sub-

committee that HEW was very much con-

cerned and was making an intensive inves-

tigation of reported abuses by some physi-

cians in federal medical programs.

He said a number of allegations had been

made but that he would not want to make
an overall statement until the investigation

was completed. “A typical kind of allega-

tion concerns a doctor who goes into a nurs-

ing home—I will be just hypothetical about

this—and he is there for an hour and then

sends in a bill for an injection of something

for every one of 50 people in the institu-

tion,” Cohen said.

“Then we have had cases of bills being

submitted in which the e\ddence suggests

that the volume of services that he is re-

questing to be paid for is beyond the ability

of a particular person to handle. Well, he

comes back to that allegation and says, T
have a nurse and I have an assistant’ and so

on. So we have to look into each one of

them on their merits. We are doing, that

now.

“The popular criticism usually has to do

with the indhidual fee. I really don’t think

that is the major issue. The real issue is

not so much the fee or the price per unit,

but the number of units that the person is

saying he delivered.”
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Cohen said he did not think such prac-

tices are widespread but that: “We have
enough to be very much concerned about

it.”

MEDICAL NEWS
IN TENNESSEE

Sixth Annual Symposium
of Chronic Pulmonary Diseases

Topics from emphysema to U, S. and Rus-

sian aerospace medicine were discussed by
four outstanding medical men at the Sixth

Annual Symposium of Chronic Pulmonary
Diseases, held May 15-16 at the Holiday

Inn - Downtown, Chattanooga. Approxi-

mately 150 persons registered for the sym-
posium, sponsored by the Hamilton County
Tuberculosis Association in cooperation

with the Chattanooga-Hamilton County
Medical Society, the Tennessee Academy of

General Practice and the Chattanooga Area
Academy of General Practice.

The speakers were: Dr. Donald Wenger,

retired Air Force major general, associate

professor of surgery at George Washington
University Hospital and consultant in for-

ensic medicine to the Armed Forces Insti-

tute of Pathology; Dr. Ben V. Branscomb,

professor of medicine at the University of

Alabama School of Medicine and director of

the pulmonary diseases division and head of

the university’s school of medicine; Dr. Wil-

liam F. Miller, professor of medicine at the

University School, Dallas; and Dr. Timothy
Takaro, chief of surgical service at the Vet-

erans Administration Hospital, Oteen,

North Carolina.

Dr. Wenger was the banquet speaker on

“Aero Space Medicine—Ours and Theirs”;

Dr. Branscomb discussed “Detection and
Evaluation of Pulmonary Disease”; Dr.

Miller, “Rehabilitation of Patients with

Chronic Obstructive Lung Disease” and Dr.

Takaro, “Regulation of Pulmonary Circula-

tion.”

The symposium began with a welcome
from Dr. Harry A. Stone, president of the

Chattanooga-Hamilton County Medical So-

ciety, and Arthur L. Rankin, Jr., president

of the Hamilton County Tuberculosis and

Respiratory Diseases Association. Dr.

James R. Royal, president-elect of the Ten-

nessee Academy of General Practice, pre-

sided at the session on May 15th, and Dr.

William D. Brackett, president of the Chat-

tanooga Area Academy of General Practice,

presided at the second session on May 16.

Dr. L. Spires Whitaker is Chairman of the

Symposium Committee.

"Cardiac Day"

Tennessee cardiologists and internists at-

tended “Cardiac Day,” a seminar sponsored

by the Tennessee Heart Association and the

Middle Tennessee Association in Nashville

on May 23rd. Five noted medical authori-

ties discussed latest advances in the diagno-

sis and treatment of heart disease. They
were:

Dr. W. Proctor Harvey of Washington, D.

C., professor of medicine and director of the

division of cardiology at Georgetown’s Uni-

versity Medical Center; Dr. Victor Parson-

net of Milburn, N. J., clinical associate pro-

fessor of surgery of New Jersey College of

Medicine^ and Dentistry; Dr. F. Mason
Sones, Jr., director of the department of

cardiovascular disease and the cardiac labo-

ratory at the Cleveland Clinic Foundation;

Dr. Arthur M. Vineberg of Montreal, Can-

ada, associate professor of surgery at McGill

University and senior cardiac surgeon at

the Royal Victoria Hospital; and Dr. Max
Harry Weil of Los Angeles, associate pro-

fessor of medicine at the University of

Southern California and director of its

shock research unit.

Dr. Harvey spoke on “Clinical Patterns of

Coronary Artery Disease”; Dr. Parsonnet

discussed “Acute and Chronic Pacing of the

Heart”; Dr. Vineberg, “Surgical Implica-

tions of Coronary Artery Disease”; Dr.

Sones, “Diagnosis of Coronary Artery Dis-

ease”; and Dr. Weil discussed “Cardiogenic

Shock.”

The session concluded with a panel dis-

cussion of “Current Problems and Recent

Progress” involving all of the speakers and

moderated by Dr. Crawford Adams of

Nashville, retiring president of the Middle

Tennessee Heart Association.

Meharry Medical College

The 93rd commencement program of Me-

harry Medical College included inaugura-
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tion ceremonies for the college’s sixth presi-

dent, Dr. Lloyd C. Elam, former chairman

of the Department of Psychiatry and in-

terim dean of the School of Medicine. Dr.

Ralph J. Cazort, chairman of the Depart-

ment of Pharmacology, was also officially

installed as the new dean of the School of

Medicine. The inaugural ceremonies were
held on June 9.

On June 10, the commencement address

was delivered by Dr. Paul J. Sanazaro,

director of the division of education, Ameri-

can Association of Colleges to 89 candidates

for degrees. There were 49 candidates for

medical degrees, 28 for dentistry degrees,

four for diplomas in dental hygiene and

eight for certificates in medical technology.

University of Tennessee

College of Medicine

Two hundred and forty-seven candidates

from the various schools and colleges of the

Medical Units received degrees and certifi-

cates at the spring commencement exercises

at the Municipal Auditorium, June 9th.

“Golden T” awards were presented to 11

graduates of 50 years ago. Chancellor

Homer F. Marsh presided and the address

was delivered by Mr. Boyd Garrett, Com-
missioner of Conservation, Governor Bu-

ford Ellington’s cabinet, and member of the

University of Tennessee Board of Trustees.

Degrees were conferred by Mr. Wassell

Randolph, vice-chairman of the Board of

Trustees.

Dr. Audrey N. Roberts, associate profes-

sor of microbiology, has been elected to

membership in The American Association

of Immunologists, a member organization of

The Federation of American Societies for

Experimental Biology. Dr. Roberts is also

one of approximately 100 American and in-

ternational scientists invited to participate

in the Gordon Research Conferences to be

held in early August. Dr. Roberts’ invita-

tion to the event recognizes her reputation

in her area, since this year’s conference is

devoted to immunology.

Dr. Hershel F. Wall, instructor, pediat-

rics, medical director of the Pediatric Out-

patient Clinic and assistant medical director

of the Birth Defects Center, is recipient of

the Golden Apple Award, presented an-

nually by the Student American Medical

Association. The award is given for “ex-

cellence in teaching, interest in students

and availability to students.”

Dr. Wall also received the $100 William

Furgang Memorial Faculty Award, which is

donated by the family of William Cabot of

New York, a student at the Medical Units.

Chancellor Homer F. Marsh has an-

nounced the creation of a new committee,

the Medical Units Admissions, Records, and
Publications Coordinating Committee.

Chaired by Dr. A. R. Haskell, executive as-

sistant to the chancellor, the committee is

composed of Drs. James Davis, Robert

Crocker, Martin Hamner, William Jolley,

Miss Marie Buckley, Miss Kate Stanley, Mr.

Kenneth Johnson and Mr. Eugene Trages-

ser. The committee will be responsible for

supplying college representation in the Re-

cruitment and College Visitation Program,

and is empowered to discuss problems of

mutual concern involving the coordinated

activities of the offices of the Deans, Admis-

sions, Records and Publications, as well as

to make policy recommendations to the

Chancellor.

PKU

It would seem the following regulations

on PKU, which have been written as a re-

sult of the passage by the General Assem-
bly of Chapter No. 462, Public Acts of 1968,

are of sufficient interest to the physicians of

Tennessee to justify the printing in their

entirety.

Chapter 426, Section 3, of Public Acts of

1968, directs the Tennessee Department of

Public Health to promulgate necessary

rules and regulations governing the preven-

tion of phenylketonuria and other metabolic

diseases.

It is, therefore, ordered by the Tennessee

Public Health Council that the following

regulations, after approval by the State At-

torney General, be filed with the Secretary

of State as provided for in the statutes gov-

erning the promulgation of rules and reg-

ulations by state departments.



730 TENNESSEE MEDICAL JOURNAL July, 1968

on
the^^udget,

on

GAGATablets Elixiry^V^

^d[ron ^^^J^eficiency Qydnemia

^SSSB^ BREON laboratories INC.
Subsidiary of Sterling Drug Inc.

90 Park Avenue, New York, N.Y. 1 001

6

7000 5TH AVENUE SOUTH
Box 2896, Woodlawn Station

Birmingham, Alabama 35212

Phone: 205 - 836-7201

A patient centered

independent hospital for

intensive treatment of

nervous disorders . .

.

Hill Crest Hospital was estab-

lished in 1925 as Hill Crest

Sanitarium to provide private

psychiatric treatment of nervous

or mental disorders. Individual

patient care has been the theme

during its 43 years of service.

Both male and female patients

are accepted and departmental-

ized care is provided according

to sex and the degree of illness.

In addition to the psychiatric

staff, consultants are available in

all medical specialities.

MEDICAL DIRECTOR:
James A. Becton, M.D,, F.A.P.A.

CLINICAL DIRECTORS:
James K. Ward, M.D., F.A.P.A.

Hardin M. Ritchey, M.D., F.A.P.A.

HILL CREST is a member of:

AMERICAN HOSPITAL ASSOCIATION . . .

. . . NATIONAL ASSOCIATION OF PRI-

VATE PSYCHIATRIC HOSPITALS . . .

ALABAMA HOSPITAL ASSOCIATION . . .

BIRMINGHAM REGIONAL HOSPITAL
COUNCIL.

Hill Crest is fully accredited by the Joint

Commission on Accreditation of Hospitals.
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Regulation 1. The “Guthrie Test” shall

be the screening test to be used to detect

phenylketonuria in the newborn infant.
There is insufficient knowledge at this time

of other metabolic conditions causing de-

fects to prescribe effective tests and exami-
nations.

Regulation 2. The following persons or

institutions shall be responsible for hav-

ing tests made on newborn infants:

a. Every chief administrative officer of a

hospital and the attending physician in

each instance shall be responsible for

submitting a specimen of blood to the

Division of Laboratories, State Depart-

ment of Public Health, in a manner as

directed by the Department from each

infant born in said hospital provided

the infant has been on milk feeding for

seventy-two (72) hours, provided it

shall be a violation of these regula-

tions for any person to submit speci-

mens to any State Department of

Public Health Laboratory from infants

who have not been on milk feeding for

seventy-two (72) hours. No physician

or hospital shall be considered legally

liable for not taking a specimen from
an infant who is discharged from the

hospital prior to having been on milk

feeding for seventy-two (72) hours.

b. Every parent, guardian, or custodian

of an infant who is not born in a hospi-

tal or who is discharged from a hospi-

tal less than ninety-six (96) hours

after birth shall carry said infant to a

physician or the nearest local health

department for a blood specimen to be

obtained for the purpose of detecting

phenylketonuria before the infant is

two weeks old.

Regulation 3. It shall be the duty of the

chief administrative officer of each hospi-

tal to see that there is distributed to every

parent of an infant born in the hospital who
is discharged from the hospital prior to nine-

ty-six (96) hours after birth and from
whom a blood specimen has not been taken

for the detection of phenylketonuria, a

pamphlet prepared by the State Depart-

ment of Public Health which sets out the

regulatory requirement that a test be done

and the importance of having the test per-

formed.

Regulation 4. Each local health depart-

ment shall assist the State Department of

Public Health in contacting all cases sus-

pected of having phenylketonuria to con-

firm or disprove the presumptive diagnosis

based on the “Guthrie Test.”

Regulation 5. The Division of Maternal
and Child Health of the State Department
of Public Health, acting for the Commis-
sioner, shall have the responsibility of en-

forcing these regulations.

Regulation 6. Any person, physician or

hospital who shall willfully neglect or re-

fuse to comply with any of the provisions of

these regulations shall be guilty of a misde-

meanor.

Regulation 7. If for any reason any reg-

ulation or part of a regulation shall be held

to be unconstitutional or invalid, then that

fact shall not invalidate any other part of

these regulations but the same shall be en-

forced without reference to the part so held

to be invalid.

Approved by the Public Health Council

on the 19th day of April, 1968. Adopted on

the 19th day of April, 1968.

R. M. Hutcheson, M.D.

Commissioner

PERSONAL NEWS

Dr. John E, Kesterson, Knoxville, has been

elected president of the East Tennessee Heart As-

sociation. He succeeds Dr. Richard A. Ohenour.

Dr. James J. Acker, Knoxville, has been named
president-elect, and Dr. Charles G. Peagler,

Knoxville, a vice-president.

Dr. Edward W. Reed, Memphis, has been ap-

pointed chairman of the newly created environ-

mental health committee of the Mid-South Medi-

cal Center Council. The committee will concern

itself with food inspection and housing environ-

ment services, sanitary engineering, radiation,

noises, control of air pollution, water pollution,

milk quality, rabies, solid waste and water quality

and the control of insects and their transmission

of bacteria and virus.

Dr. Paul E. Spray, orthopedic surgeon from Oak
Ridge, has been awarded the Humanitarian Ser-

vice Certificate of the American Medical Associa-

tion for his participation in the AMA’s Volunteer

Physicians for Viet Nam Program. Dr. Spray re-

ceived the award in recognition of his meritorious

service pei’formed for the medical profession, the

U. S. Government, and the people of South Viet

Nam by treating the ill and injured during his

medical mission under the AMA sponsored pro-
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Too often athletes take off too
much too soon. They’re using fad
stuff and crash diets.

They don’t seem to realize that
a speed-up in reducing can cause
a slow-down in producing.

In the long run, there’s really no
fast way.

Losing weight is a growing prob-
lem. Here’s where you, the
professional, can help. Educate,
inform. Explain to parents and
team members the risks involved
with quickie solutions. Tell them
about a planned program of diet,

exercise, proper rest and will

power.

Project Weight Watch can help,

too. We have a complete portfolio

of materials and suggested diets

available, free. The diets are a

realistic balance of the 4 food
groups— meat, breads and cereals,

fruits and vegetables
and dairy foods. The
kind of dietsyou’d prob-

ably suggest yourself.

It’ll only take a minute
to send for them.
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gram. Dr. Daniel M. Thomas, president of the

Roane-Anderson County Medical Society, pre-

sented the award to Dr. Spray at the Society’s

monthly meeting on June 25th.

Dr. Paul E. Hawkins has opened his office for

the practice of general surgery at 405 Medical

Arts Building, Chattanooga. Dr. Hawkins is a

graduate of the Medical College of Georgia, served

his internship at Gorgas Hospital, Panama Canal

Zone, and his surgical residency at Erlanger Hos-

pital.

Dr, Charles B. Roberts, Sparta, has been elected

to active membership in the American Academy
of General Practice. Dr. Denton D. Norris, Liv-

ingston, has been re-elected to active membership.

Membership in the AAGP requires completion of

150 hours of postgraduate medical study every

three years.

Dr. John O. House, Nashville, has opened his

office for the practice of anesthesiology.

Dr. Rudolph Kampmeier, Nashville, has been

elected a Fellow by the Royal College of Physi-

cians of London, an honor given to a foreigner in-

frequently. He received his citation as a Fellow

in London on June 6th.

Dr. K. A. Bryant, Maryville, was honored re-

cently by the Blount County Medical Society and
its Auxiliary for his pioneering work in the field

of public health in Blount County from 1919 until

1932.

Dr. Don L. Eyler, Nashville, has accepted an in-

vitation to present a paper at the 101st Annual
Meeting of the West Virginia State Medical Asso-

ciation at White Sulphur Springs, August 22-24.

Dr. Fred Ballard, Jr., Chattanooga, has assumed
the presidency of the Tennessee Heart Association,

succeeding Dr. E. P. Muncy of Jefferson City. Dr.

Robert G. Allen of Memphis was named presi-

dent-elect.

Dr. O. Morse Kochtitzky, Nashville, has been
installed as president of the Middle Tennessee
Heart Association, succeeding Dr. Crawford W.
Adams, Nashville. Dr. Sarah Hamilton Sell, asso-

ciate professor of pediatrics at Vanderbilt Univer-
sity, is the new president-elect, the first woman to

be chosen for this post.

ANNOUNCEMENTS

Calendar of Meetings, 1968

State

Sept. 13-14 Tennessee Valley Medical As-
sembly, Memorial Auditorium,

Chattanooga

Nov. 17 TMA State and County
Officers Leadership Confer-

ence, Hermitage Hotel, Nash-
ville

Sept. 5-7

Sept. 12-15

Sept. 13-20

Sept. 28-Oct. 3

Oct. 1-4

Oct. 4-8

Oct. 11-19

Oct. 12-18

Oct. 14-18

Oct. 17-19

Oct. 19-23

Oct. 19-24

Oct. 27

Oct. 27-30

Oct. 27-Nov. 1

Oct. 27-Nov. 1

National

American Association of Ob-
stetricians and Gynecologists,

The Homestead, Hot Springs,

Va.

American Electroencephalo-

graphic Society, San Francis-

co-Hilton Hotel, San Fran-
cisco

American Academy of General
Practice, Las Vegas, Nevada
International College of Sur-

geons, United States Section,

Honolulu
American Roentgen Ray Soci-

ety, Jung Hotel, New Orleans

International Congress on Dis-

eases of the Chest (Sponsored
by Council on International

Affairs of American College of

Chest Physicians), Washing-
ton-Hilton Hotel, Washington,
D. C.

American Society of Clinical

Pathologists, Fontainebleau
Hotel, Miami Beach, Fla.

College of American Patholo-
gists, Fontainebleau Hotel,

Miami Beach, Fla.

American College of Surgeons
(Annual) Dennis Hotel, At-
lantic City, N. J.

Association of American Phy-
sicians and Surgeons (An-
nual), Roosevelt Hotel, New
Orleans

American Society of Anesthe-
siologists, Washington Hilton
Hotel, Washington, D. C.

American Academy of Pediat-
rics, Palmer House, Chicago
American Association of

Ophthalmology, Palmer House,
Chicago, (Public Affairs

Workshop, October 26)

American College of Gastroen-
terology, Statler-Hilton, Bos-
ton

American Academy of

Ophthalmology & Otolaryngol-

ogy, Palmer House, Chicago

American Society of Plastic

and Reconstructive Surgeons,

Roosevelt Hotel, New Orleans

Symposium on Difficult Problems in

Pediatrics and Pediatric Surgery

The Johns Hopkins Hospital announces a

two-day postgraduate symposium on “Difficult

Problems in Pediatrics and Pediatric Surgery,”
October 11-12. Subjects to be discussed are:

“Management of Respiratory Distress,” “Use of

the Respirator in Children,” “Tracheostomy and



open-eyed nights

Too tense to sleep. ..too

tired to get up. Early to

bed, late to rise, and not

much sleep at that, the patient with severe psychic

tension is understandably tired. His tensions and

overreactions to the day’s stresses may interfere

with proper sleep, and his inability to face the day’s

activities can produce an ever-worsening pattern.

By relieving psychic tension. Valium® (diazepam)

facilitates sleep, particularly with an h.s. dose. In

many patients, the usefulness of Valium has been

demonstrated in relieving psychic tension alone or

with secondary depressive symptoms. Valium is

generally well tolerated and, with proper mainte-
nance dosage, usually does not unduly impair men-
tal acuity or ability.

Before prescribing, please consult complete product in-

formation, a summary of which follows:

Indications: Tension and anxiety states; somatic complaints

which are concomitants of emotional factors; psychoneurotic

states manifested by tension, anxiety, apprehension, fatigue,

depressive symptoms or agitation; acute agitation, tremor,

delirium tremens and hallucinosis due to acute alcohol with-

drawal; adjunctively in: skeletal muscle spasm due to reflex

spasm to local pathology, spasticity caused by upper motor

neuron disorders; athetosis, stilf-man syndrome, convulsive

disorders (not for sole therapy).

Contraindications: Known hypersensitivity to drug; children

under 6 months of age; acute narrow angle glaucoma; may be

used in patients with open angle glaucoma who are receiving

appropriate therapy.

Warnings: Not of value in treatment of psychotic patients,

and should not be employed in lieu of appropriate treatment.

As with most CNS-acting drugs, caution patients against haz-

ardous occupations requiring complete mental alertness {e.g.,

operating machinery, driving). When used adjunctively in con-

vulsive disorders, possibility of increase in frequency and/or

severity of grand mal seizures may require increase in dosage

of standard anticonvulsant medication; abrupt withdrawal in

such cases may also be associated with temporary increase in

frequency and/or severity of seizures. Advise patients against

simultaneous ingestion of alcohol and other CNS depressants.

Withdrawal symptoms (similar to those with barbiturates and

alcohol) have occurred following abrupt discontinuance. Keep
addiction-prone individuals (such as drug addicts or alcohol-

ics) under careful surveillance because of their predisposition

to habituation and dependence. Use of any drug in pregnancy,

lactation or in women of childbearing age requires that poten-

tial benefit be weighed against possible hazard.

Precautions: If combined with other psychotropics or anti-

convulsants, carefully consider individual pharmacologic effects

— particularly with known compounds which may potentiate

action of Valium (diazepam), such as phenothiazines, nar-

cotics, barbiturates,MAO inhibitors and other antidepressants.

Employ usual precautions in the severely depressed or in those

with latent depression; suicidal tendencies may be present and

protective measures necessary. Observe usual precautions in

impaired renal or hepatic function. Limit dosage to smallest

effective amount in elderly and debilitated to preclude ataxia

or oversedation (initially 2 to 2/2 mg once or twice daily, in-

creasing gradually as needed or tolerated).

Adverse Reaetlons: Side effects most commonly reported:

drowsiness, fatigue and ataxia. Infrequently encountered: con-

fusion, constipation, depression, diplopia, dysarthria, headache,

hypotension, incontinence, jaundice, changes in libido, nausea,

changes in salivation, skin rash, slurred speech, tremor, urinary

retention, vertigo and blurred vision. Paradoxical reactions

such as acute hyperexcited states, anxiety, hallucinations, in-

creased muscle spasticity, insomnia, rage, sleep disturbances

and stimulation have been reported; should these occur, use of

the drug should be discontinued. Because of isolated reports of

neutropenia and jaundice, periodic blood counts and liver

function tests are advisable during long-term therapy. Minor

changes in EEG patterns (low-voltage fast activity) observed

during and after therapy and are of no known significance.

Dosage: Individualize for maximum beneficial effect. Adults:

Tension, anxiety and psychoneurotic states, 2 to 10 mg b.i.d. to

q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5

mg t.i.d. or q.i.d. as needed; adjunctively in skeletal muscle

spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunctively in convulsive

disorders, 2 to 10 mg b.i.d to q.i.d. Geriatric or debilitated

patients: 2 to 2 Vi mg, 1 or 2 times daily initially, increasing as

needed and tolerated. (See Precautions.) Children: 1 to 214

mg t.i.d. or q.i.d. initially, increasing as needed and tolerated

Roche"
LABORATORIES

Division of Hoffmann-La Roche Inc.

Nuiley. New Jersey 07110

(not for use under 6 months).

Supplied : Valium® (diazepam) Tab-

lets, 2 mg, 5 mg and 10 mg; bottles

of 50, 100 and 500.

\^liurrr(diazepam)
usefulfor the reliefofpsychic tension,

alone or with associated depressive symptoms
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Tracheotomy Care in Infants,” “Indications and
Complications of Splenectomy,” “Use of Antibi-

otics in Children’s Surgery,” “Umbilical Hernias

—Complications and Management,” “Persistent

Vomiting in Infancy,” “Intestinal Atresia,” “Di-

agnosis and Management of Eye Muscle Prob-
lems,” “Neonatology,” “Special Problems in the

Surgery of Newborn Infants,” “Imperforate

Anus,” “Evaluation of Fecal Soilage and Severe
Constipation,” “Postoperative Monitoring of In-

fants,” “Immediate Management of Thermal
Burns,” “Neck Masses,” and “Undescended Testi-

cle.” Additional information and registration

forms may be obtained from: Dr. J. Alex Haller,

Jr., The Johns Hopkins Hospital, Baltimore,

Maryland, 21205.

New Members
The Journal takes the opportunity to welcome

these new Tennessee Medical Association mem-
bers.

WEST TENNESSEE CONSOLmATED
COUNTY MEDICAL SOCIETY

Robert C. Hall, M.D., Humboldt
Lee C. Sheppard, Jr., M.D., Jackson

Kellan Walker, M.D., Trezevant

CUMBERLAND COUNTY MEDICAL SOCIETY
Fred W. Munson, M.D., Crossville

HAWKINS COUNTY MEDICAL SOCIETY
Edward M. Henderson, M.D., Rogersville

NASHVILLE ACADEMY OF MEDICINE
Robert A. Carter, M.D., Nashville

Harold A. Ferguson, M.D., Nashville

Robert L. Haley, Jr., M.D., Nashville

John O. House, M.D., Nashville

Joseph F. Lentz, M.D., Nashville

John W. McMahan, M.D., Nashville

Lansdon B. Robbins, II, M.D., Nashville

Howard L. Salyer, M.D., Nashville

Jimmy F. Webb, M.D., Nashville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY

Virgil Glenn Crosby, M.D., Memphis
Chauncey O’Hara Daugherty, M.D., Memphis
Milton Stanley Goldman, M.D., Memphis
Kathleen W. Hernandez, M.D., Memphis
Edward McCormick Reaves, M.D., Memphis
Boyce Murff Skinner, M.D., Memphis

ACP Postgraduate Courses, 1968

Sept. 26-29

Oct. 7-11

Oct. 7-11

Oct. 21-25

Oct. 28-Nov. 1

Nov. 11-14

The Metabolic Basis of Heart

Disease, Wayne State Univer-

sity School of Medicine, De-
troit, Michigan
Basic Mechanisms in Internal

Medicine, Medical College of

Virginia, Richmond, Va.

Computers in Medicine, Uni-
versity of Wisconsin Medical

Center, Madison, Wisconsin

Current Concepts of Neurolo-

gy—Diagnosis and Treatment,

University of Maryland School

of Medicine, Baltimore, Md.
Rheumatic Diseases: Pathol-

ogy, Immunology, Diagnosis

and Treatment, Robert B.

Brigham Hospital, Boston,

Mass.

Newer Perspectives in Gas-
troenterology. Current Views
on some old and new prob-

lems; University of California,

Irvine, College of Medicine, to

be held at the Newporter Inn,

Newport Beach, California.

Seminar in Dermatology

A one day seminar in Dermatology will be
held in Columbia at the Maury County Hospital

on August 21st, and in Cookeville at the Tennes-
see Tech. University, Derryberry Hall on Au-
gust 22nd. The course, sponsored jointly by the

University of Tennessee College of Medicine,

Vanderbilt University School of Medicine and
Meharry Medical College, will utilize lectures

and slides in the morning session and case pres-

entations and discussions in the afternoon ses-

sion.

Faculty members will include: Dr. Elias

Rosenberg, Memphis; Dr. Robert Buchanan,
Nashville; Dr. James Hamilton, Nashville; and
Dr. Bruce P’Pool, Jr., Nashville. Further infor-

mation can be obtained by contacting the De-
partment of Continuing Education, The Univer-
sity of Tennessee Medical Units, 62 South Dun-
lap Street, Memphis, Tennessee 38103.
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SAINT ALBANS
PSYCHIATRIC HOSPITAL

Radford, Virginia

James P. King, M.D., Director

William D. Keck, M.D.
Clinical Director

James K. Morrow, M.D.

Morgan E. Scott, M.D.

Clinical Psychology:

Thomas C. Camp, Ph.D.

Card McGraw, Ph.D.

David F. Strahley, Ph.D.

Edward E. Cale, M.D.

Malcolm G. MacAulay, M.D.

Don L. Weston, M.D.
(Military Leave)

J. William Giesen, M.D.

David S. Sprague, M.D.

Don Phillips, Administrator

R. Lindsay Shuff, M.H.A.
Asst. Administrator

AFFILIATED CLINICS

Bluefield Mental Health Center

525 Bland St., Bluefield, W. Va.

David M. Wayne, M.D.

Beckley Mental Health Center

109 E. Main Street, Beckley, W. Va.

W. E. Wilkinson, M.D.

Mental Health Clinic

Professional Building, Wise, Va.

Pierce D. Nelson, M.D.
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THE VIEWINS BOX
State Medical Journals Help
To Meet the Challenges of Today*

By Leo E. Brown

Never before in the history of man has

organized medicine been criticized so se-

verely as today. The organized efforts to

discredit medicine are well known and well

financed. The end is not in sight. As a

matter of fact, these attacks and innuendos

of gross overcharging and incompetent ser-

vice can be expected to increase as the fi-

nancial pressures of Medicare and Medicaid

become more acute.

State medical journals must enter this

fray by devoting additional pages to inform-

ing the profession of these attacks and in

providing them with facts to be used in dis-

cussions with their patients.

As key communicators in this struggle,

state medical journals can become even

more important to organized medicine.

MEDICAL COMMUNICATIONS proba-

bly had its ancient origin in the cuneiform

tablets of Sumeria, inscribed thousands of

years before the code of Hammurabi. The
medical writings inscribed on Egyptian pa-

pyri, contributions of the Persian priests,

Hippocratic collection, and the 400 authori-

tarian books of Galen probably started

medicine off in what now has become the

greatest plethora of medical information

ever imposed on mankind.

It is estimated that there are some 4,000

medical journals published in the world

today. The AMA library alone utilizes the

resources of 2,200 medical journals and

40,000 books. And there are millions of

pieces of direct mail bombarding the physi-

cians from the pharmaceutical industry.

There is little wonder that the physician

becomes frustrated and develops a feeling

of resistance toward all forms of medical

communications.

And in all of this melee of medical com-

munications, where does the state medical

journal fit into the physician’s reading hab-

*From the Michigan Medicine, December,
1967.

its and of what importance are these jour-

nals to organized medicine?

In discussing the importance of state

medical journals to organized medicine, I

think it is fair to say that state medical

journals constitute not only the traditional

but the most accepted method of communi-
cating with the total membership of a state

medical association. It is an accepted fact

that the strength of the American Medical

Association is dependent on the vitality of

its constituent state and county medical as-

sociations. The importance of the state

medical journals to the American Medical

Association is directly proportionate to the

position of importance in which each jour-

nal is held by the physician receiving it.

State medical journals are important to

the AMA and organized medicine in a vari-

ety of ways. First and foremost, they con-

stitute a very important unifying factor

within medicine. They serve as the pri-

mary communication medium between the

state medical association and the individual

physician. They provide each physician on

a regular basis important information on

the state association’s scientific and socio-

economic programs and activities. They
keep the physician informed of the contri-

butions being made by medicine and the

problem areas which demand serious con-

sideration. They provide a regular impor-

tant link between the practicing physician

and organized medicine. They keep him in-

formed on local happenings within the fam-

ily of physicians practicing within each

respective state or geographic area.

STATE MEDICAL JOURNALS serve

many more useful purposes insofar as or-

ganized medicine is concerned, but to be

more direct—how do state journals serve

the American Medical Association?

Here again they serve in direct propor-

tion to the attitude of the editor insofar as

his interpretation of the role of his journal

plays as a communication arm of organized

medicine, including both the specialty med-

ical society and the AMA.
State journals can and do help impress
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Rewarding Opportunity

in a new

Medical Center

THE MEDICAL CENTER OF NASHVILLE
Located directly across the street from the new Nashville

Memorial Hospital, The Medical Center of Nashville has been

carefully designed and built to make it one of the most modern,

functional and attractive medical centers in America. It is the

major medical facility in Nashville’s most rapidly expanding area.

It serves some 240,000 people.

There is space for a total of twenty-five doctors in the Center.

Comfortable suites accommodating one to four doctors can be

provided. Also within the building is an apothecary, an optical

dispensary and a modern laboratory complete with X-Ray and

X-Ray treatment facilities. All doctors’ private offices will be

paneled and carpeted at no extra cost. Central zoned heating

and cooling insures each individual room will maintain the desired

temperature. A centralized IBM bookkeeping, billing and collec-

tion service is available. There is more than ample off-the-street

parking.

For jree brochure and more complete information, write or

call Drew Maddux, Maddux Realty Company, Inc., 4705 Gallatin

!, Tennessee. Telephone; 615 — 262-5745.

Realty Company, Incorporated

leasing agent for The Medical Center of Nashville.
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upon the physicians the leadership and ser- the times. But this can be done only if we
vices available through the AMA. have an informed profession dedicated to

Together, we must meet the challenges of serve the best interests of each patient.

^ ^ m

AMA ARCHIVE-LIBRARY OFFERS UNIQUE
SERVICES TO ALL MEMBERS
A young intern, hoping to practice medicine in

East Africa after receiving his license, wants to

correspond with medical people already practicing

there and needs names and addresses. He writes

to the American Medical Association Archive-Li-

brary for assistance.

A doctor, well established in a practice he has

maintained for 20 years, finally gets the opportun-

ity to take his wife on their dream tour of Europe.

They will be in Switzerland in July. He wonders
if there will be any medical meetings he can at-

tend in Switzerland during their visit. He writes

to the Archive-Library for information.

A general pi-actitioner has a patient, a 17 -year-

old girl, who is planning to attend a year of school

in Guatemala. She is a potential surgery patient.

He is concerned about the type and quality of

medical service available in the region. He writes

to the Archive-Library for help.

Just One Dividend

You could be any one of these AMA members
who benefit from the services of the AMA Arc-

hive-Library, just one dividend of your AMA
membership. The Archive-Library services to

members include conducting medical literature

searches and compiling bibliographies free of

charge. Another available aid of great value, the

Library’s photocopy service, is also free to you.

Any article from any journal to which the Library

has access can be copied and sent for your files.

The Library handles from 1,500 to 1,800 requests

similar to those above for information and publi-

cations from physician members every month.

Questions and requests may range from the

treatment of chlorine inhalation or statistics on

human longevity to the latest treatment for Scle-

roderma or Raynaud’s Disease to plans for mass
treatment for large numbers of burned patients.

The AMA Archive-Library upholds the tradi-

tional role of the medical library as an adjunct to

the post-graduate education of the physician in

practice, but it is even more than a library. It is

a complete information center.

Not Available at Local Level

As a national medical society library, the Ar-

chive-Library is able to provide services not nor-

mally available on the local level. A more com-
plete collection of materials allows the Library to

supplement local library service. In addition,

several special subject collections cover thor-

oughly such topics as international health, history

and the sociology and economics of medicine.

At the core of the Library is a collection of cur-

rent medical publications. Today, 2,200 journals

are received on a regular basis. This is twice the

number contained in any average medical school

library. These represent all the major publica-

tions in medicine and the allied sciences. In addi-

tion to the periodicals, the Library contains 40,000

books. This makes the Archive-Library one of

the most complete current medical libraries you
will find any place.

Your Needs and Requests

Of course, your needs and requests determine

the Library’s content. The quantity and type of

periodicals and reference books contained in the

Library are guided by your requirements and
those of the AMA staff.

Perhaps the one thing above all others which
sets the AMA Medical Library apart and makes it

a true information center is the availability to the

Library staff of a unique resource unavailable at

many other medical libraries—the professional

staff members of the AMA’s 20 scientific depart-

ments. “The professional staff is here and we can

use them,” Susan Crawford, director of the Ar-
chive-Library, says. “Few other libraries have
this type of consultation available. When a doctor

writes to us and wants medical opinion or judg-
ment, his question is referred to a consultant on
the AMA staff, or to one of many specialists in the

country, through the Questions and Answers De-
partment of JAMA.”
Such referrals are made in numerous areas such

as medical physics, cardiology, psychiatry and
drug therapy. Physicians on the AMA staff eval-

uate information for you before it is delivered.

For example, a question on drugs which re-

quires clinical and pharmacological judgment is

routed to the AMA’s Department of Drugs. The
staff in that department can research all available

material on the subject and isolate the exact in-

formation you need.

Fully Qualified Staff

The 26 members of the Archive-Library staff

will go to great lengths to give you the informa-

tion you need, and they are fully qualified to do

so. They are especially trained to communicate
with physicians—they speak your language. Half

of the staff have graduate degrees in various areas

and many have two masters degrees, one in li-

brary science and another in a chosen field such

as economics, history or the biological and social

sciences.

If you are a history buff, one of the more inter-

esting areas of the Library is the Archive Section

which houses documents and artifacts on the his-

tory of American medicine and the AMA. If you
are at all interested in the progress of organized

medicine, in the AMA or in tracing your ancestry

or doing other historical research, the Archives

hold a wealth of information for you.
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"Everything looks fine,

but we should do something about that extra weight you're putting on."
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OFFICERS OF THE TENNESSEE MEDICAL ASSOCIATION. 1968-1969

President—Edward T. Newell, Jr., M.D.,
707 Walnut Street, Chattanooga, 37402

President-Elect—Francis H. Cole, M.D.,
188 South Bellevue, Memphis, 38104

Vice-President—Madison S. Trewhitt,
M.D., P. O. Box 877, Cleveland, 37311

Vice-President—John S. Derryberry, M.D.,
844 Union St., Shelbyville, 37160

Vice-President—Wm. B. Acree, M.D.,
Ridgely, 38252

Secretary—Jas. N. Thomasson, M.D., 1916
Hayes Street, Nashville, 37203

Executive Director—Mr. J. E. Ballentine,
112 Louise Ave., Nashville, 37203

BOARD OF TRUSTEES
*0. M. McCallum, M.D., Chairman (1969)
Henderson, 38340

Francis H. Cole, M.D., (1971) 188 South
Bellevue, Memphis, 38104

Robert L. Chalfant, M.D., Treasurer
(1970) 2112 West End Ave., Nashville
37203

Thomas J. Ellis, M.D., (1969) 202 West
Fairview, Johnson City, 37601

*K. M. Kressenberg, M.D., (1969) 215
Cedar Lane, Pulaski, 38478

Tom E. Nesbitt, M.D., (1969) 1921 Hayes
Street, Nashville, 37203

Edward T. Newell, Jr., M.D., (1970) 707
Walnut Street, Chattanooga, 37402

John H. Saffold, M.D., Vice-Chairman,

(1971) 605 Walnut Street, Knoxville,
37902

Wm. T. Satterfield, Sr., M.D., (1969) 1188
Minna Place, Memphis, 38104

Jas. N. Thomasson, M.D., (1969) 1916
Hayes Street, Nashville, 37203

Chas. A. Trahem, M.D., (1969) 1724 Memo-
rial Drive, Clarksville, 37040

Executive Committee

SPEAKER OF THE HOUSE
Tom E. Nesbitt, M.D., (1969) 1921 Hayes

Street, Nashville, 37203
Vice-Speaker—R. L. DeSaussure, M.D.,

(1969) Baptist Medical Bldg., Memphis
38103

COUNCILORS
First District—Alvin S. Crawford, M.D.,
Memorial Hospital, Bristol, 37620 (1970)

Second District—J. Marsh Frere, Jr., M.D.,
Medical Arts Building, Knoxville, 37902
(1969)

Third District—Edward G. Johnson, M.D.,
711 Medical Arts Bldg., Chattanooga,
37402 (1970)

Fourth District—Claude M. Williams,
M.D., Secretary, General Hospital,
Cookeville, 38501 (1969)

Fifth District—George L. Smith, M.D.,
Winchester, 37398 (1970)

Sixth District—B. K. Hibbett, III, M.D.,

2122 West End Avenue, Nashville 37203
(1969)

Seventh District—Carson E. Taylor, M.D.,
246 No. Military, Lawrenceburg, 38464
(1970)

Eighth District—Charles Hickman, M.D.,
Bells, 38006 (1969)

Ninth District—Laurence W. Jones, M.D.,
Hillcrest Drive, Union City, 38261 (1970)

Tenth District—B. G. Mitchell, M.D.,
Chairman, 1388 Madison Avenue, Mem-
phis, 38104 (1969)

DELEGATES TO THE A.M.A.
Bland W. Cannon, M.D., Suite 609, 910
Madison Ave., Memphis, 38103 (1969)

John H. Burkhart, M.D., 3000 Broadway,
N.E., Knoxville, 37917 (1970)

W. O. Vaughan, M.D., 2103 Hayes Street,
Nashville, 37203 (1969)

Tom E. Nesbitt, M.D., 1921 Hayes Street,
Nashville, 37203 (1970)

ALTERNATES
Julian K. Welch, Jr., M.D., Brownsville,

38012 (1969)
Harmon L. Monroe, M.D., Erwin, 37650

(1970)
Wm. F. Meacham, M.D., Vanderbilt Uni-

versity Hospital, Nashville, 37203 (1969)
A. Roy Tyrer, Jr., M.D., 220 So. Claybrook

St., Memphis, 38104 (1970)

^ ^ ^

PRESIDENTS AND SECRETARIES OF COUNTY MEDICAL SOCIETIES, 1968-1969

COUNTY SOCIETY PRESIDENTS SECRETARIES
Bedford
Benton-Humphreys
Blount
Bradley
Campbell
Chattanooga-Hamilton County

Joseph H. Feldhaus, Jr., M.D., Shelbyville
John H. Overall, Jr., M.D., Camden
Robert D. Mynatt, M.D., Maryville
Robert L. Allen, M.D., Cleveland
Burgin H. Wood, M.D., Lafollette
Harry A. Stone, M.D., Chattanooga

Cocke
Coffee
Consolidated Medical Assembly
Cumberland
Nashville Academy of Medicine
Davidson County

Fred M. Valentine, Jr., M.D., Newport
Charles W. Marsh, M.D., Tullahoma
C. Lyle Durham, M.D., Maury City
Joe K. Wallace, M.D., Crossville
Luthur Beazley, M.D., Nashville

Dickson
Fentress
Franklin
Giles
Greene
Hamblen
Hawkins

Henry
Hickman-Perry
Jackson
Knoxville Academy of Medicine
Lawrence
Lincoln
Macon
Marshall
Maury
McMinn
Memphis-Shelby County

J. S. Kaley, M.D., Dickson
Jimmy Pinckley, M.D., Jamestown
Charles B. Keppler, M.D., Sewanee
D. M. Spotwood, M.D., Pulaski
Calvin B. Reviere, M.D., Greeneville
J. Kemp Davis, M.D., Morristown
Walter L. Goforth, M.D., Rogersville
(Nonmember)

Tom Wood, M.D., Paris
Robert M. Fisher, M.D., Parsons
E. M. Dudney, M.D., Gainesboro
Jacob T. Bradsher, M.D., Knoxville
Boyd P. Davidson, M.D., Lawrenceburg
Anne U. Bolner, M.D., Fayetteville
Jack C. Clark, M.D., Lafayette
K. J. Phelps, M.D., Lewisburg
Allyn M. Lay, M.D., Mt. Pleasant
John C. McKenzie, M.D., Athens
B. G. Mitchell, M.D., Memphis

Monroe
Montgomery
Northwest Tennessee Academy
Overton
Putnam
Roane-Anderson
Robertson
Rutherford
Scott
Sevier
Smith
Sullivan-Johnson
Sumner
Tipton
Warren
Washington-Carter-Unicoi
Weakley
White
Williamson
Wilson

J. H. Henshaw, M.D., Sweetwater
James L. McKnight, M.D., Clarksville
Wm. B. Acree, M.D., Ridgely
J. M. Roe, M.D., Livingston
Wm. A. Howard, M.D., Cookeville
Daniel M. Thomas, M.D., Oak Ridge
John E. Wilkison, M.D., Springfield
Wm. Radford Smith, M.D., Murfreesboro
Horace M. Leeds, M.D., Oneida
Ralph H. Shilling, M.D., Gatlinburg
Thayer S. Wilson, M.D., Carthage
Robert E. Keith, M.D., Kingsport
William R. Massey, M.D., Gallatin
Warren A. Alexander, M.D., Covington
Kenneth Richmond, M.D., McMinnville
Lewis F. Cosby, M.D., Johnson City
Edward H. Welles, M.D., Dresden
W. Harold Andrews, M.D., Sparta
Wm F. Encke, M.D., Franklin
John H. Tilley, M.D., Lebanon

Sue W. Johnson, M.D., Shelbyville
Hiram C. Capps, M.D., Waverly
David L. McCroskey, M.D., Maryville
Robert Cofer, M.D., Cleveland
Roscoe C. Pryse, M.D., Lafollette
Durwood L. Kirk, M.D., Chattanooga
Mrs. Flora Richardson, 107 Interstate Life

Bldg., Chattanooga 37402, Exec. Secretary
Robert R. Henderson, M.D., Newport
Marvin C. Fraley, M.D., Tullahoma
William C. McAfee, M.D., Jackson
James T. Campbell, Jr., M.D., Crossville
Russell T. Birmingham, M.D., Nashville
Mr. Jack Drury, 112 Louise Avenue, Nashville

37203, Exec. Secretary
M. B. Cook, M.D., Charlotte
Shelby O. Turner, M.D., Clarkrange
Ruth A. Cameron, M.D., Sewanee
William H. Murrey, M.D., Pulaski
David O. Patterson, M.D., Greeneville
C. H. Helms, M.D., Morristown
Wm. H. Lyons, M.D., Rogersville

Paul Mobley, Jr., M.D., Paris
Parker D. Elrod, M.D., Centerville
Jack S. Johnson, M.D., Gainesboro
John H. Burkhart, M.D., Knoxville
Carson E. Taylor, M.D., Lawrenceburg
Edwin E. Blalack, M.D., Fayetteville
E. M. Froedge, M.D., Lafayette
Joseph F. VonAlmen, M.D., Lewisburg
Charles R. Brite, M.D., Columbia
Helen M. Richards, M.D., Athens
Eugene W. Gadberry, M.D., Memphis
Mr. Les Adams, 774 Adams Avenue, Memphis

38104, Exec. Secretary
Douglas F. Heuer, M.D., Sweetwater
John F. Wright, M.D., Clarksville
J. Howard Ragsdale, M.D., Union City
Malcolm Clark, M.D., Livingston
Thurman Shipley, M.D., Cookeville
Charles Gurney, M.D., Oak Ridge
John M. Jackson, M.D., Springfield
Leonard B. Victor, M.D., Murfreesboro
Maxwell E. Huff, M.D., Oneida
Charles L. Roach, M.D., Sevierville
John M. Roe, M.D., Carthage
Floyd Davis, M.D., Kingsport
Wm. David Stewart, M.D., Gallatin
A. S. Witherington, Jr., M.D., Munford
T. L. Pedigo, M.D., McMinnville
Charles O. Parker, Jr., M.D., Johnson City
R. G. Patrick, M.D., Martin
Robert F. Baker, M.D., Sparta
Eugene S. Wolcott, M.D., Franklin
Thomas R. Puryear, M.D., Lebanon
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HIGHLAND HOSPITAL
Asheville, North Carolina

Founded 1904

A DIVISION OF THE DEPARTMENT OF PSYCHIATRY OF
DUKE UNIVERSITY

Accredited by the Joint Commission on Accreditation and Certified for Medicare

Complete facilities for evaluation of and intensive treatment of psychiatric patients, in-

cluding individual psychotherapy, group therapy, psychodrama, electro-convulsive ther-

apy, Indoklon convulsive therapy, drugs, social service work with families, family ther-

apy, and an extensive and well organized activities program, including occupational

therapy, art therapy, athletic activities and games, recreational activities and outings.

The treatment program of each patient is carefully supervised in order that the thera-

peutic needs of each patient may be realized.

Complete modern facilities with 85 acres of landscaped and wooded grounds in the

City of Asheville.

Brochures and information on financial arrangements available

Contact: Mrs. Elizabeth Harkins, ACSW, Coordinator of Admissions
or

Charles W. Neville, Jr., M.D.
Assistant Professor of Psychiatry and Medical Director

Area Code 704-253-2761

TO ALL MY PATIENTS

Ol c A u

jupite you to discuss Jrankly

any cjuestions regarding

^j^^ervices or my fees.

^^^efhest medical service is based

\>n^y^friendly mutual under-

standing between doctor and patient.

This attractive office plaque, available from the

American Medical Association, will encourage
better understanding between you and your
patients. Suitable for wall or desk display, the

plaque measures 6" x IOI/
2
". The lettering Is

white on a dark brown background and the

frame is durable beige plastic. The plaque is

designed to blend well with any office decor.

Cost of the plaque Is $1.25, postpaid. To

place your order, write to the Order Depart-

ment, American Medical Association. Make
check payable to the AMA.

AMERICAN MEDICAL ASSN.

535 North Dearborn St. • Chicago, ill. 60610



TENNESSEE MEDICAL ASSOCIATION
Committee on Scientific Work and Postgraduate Edu-

cation—Chas. B. McCall, Chairman, Memphis; John H.
Burkhart, Knoxville; Harrison J. Shull, Nashville; Harry
A. Stone, Chattanooga; R. H. Kampmeier, Nashville.
Committee on Hospitals—A. Roy Tyrer, Jr., Chairman,

Memphis (1971); Douglas H. Riddell, Nashville (1971);
Jack H. Booth, Jackson (1970); Wesley H. Stoneburner,
Chattanooga (1970); George R. Livermore, Jr., Memphis
(1970); George L. Smith, Winchester (1971); Granville
Hudson, Nashville (1969); Cleo M. Miller, Nashville
(1969); Robert S. Norman, Memphis (1971); Thomas L.
Buttram, Chattanooga (1971); Thomas W. Johnson, Jr.,

Dyersburg (1970); Geo. R. Mayfield, Jr., Columbia (1970);
Daniel F. Beals, Knoxville (1969); Joe D. Mobley, Paris
(1971).
Sub-Committee on Hospital Accreditation—R. M. Miles,

Memphis (Memphis Hospital Council); Jack H. Booth,
Jackson (West Tennessee); H. T. Lavely, Jr., Nashville
(Middle Tennessee); H. T. Kirby-Smith, Sewanee
(South-Middle Tennessee); Moore J. Smith, Jr., Chatta-
nooga (Chattanooga Hospital Council); James N. Proffitt,
Maryville (Knoxville Hospital Council); Wm. A. Hensley,
Jr., Cookeville (Mid-East); Chas. E. Allen, Johnson City
(Upper East).
Liaison Committee to the Public Health Depart-

ment—Wm. A. Hensley, Chairman, Cookeville (1971); R.
David Taylor, Dyersburg (1970); Warren B. Henry, Chat-
tanooga (1972); C. D. Hawkes, Memphis (1972); Thomas
S. Weaver, Nashville (1969).
Legislative and Public Policy Committee—O. Morse

Kochtitzky, Chairman, Nashville (1970); A. Roy Tyrer,
Jr., Vice-Chairman, Memphis (1970); Harmon L. Monroe,
Erwin (1971); Chas. C. Smeltzer, Knoxville (1969);
*David H. Turner, Chattanooga (1970); D. Gordon Petty,
Carthage (1971); John O. Williams, Jr., Mt. Pleasant
(1969); G. Baker Hubbard, Jackson (1971); Byron O.
Garner, Union City (1969); R. H. Kampmeier, Nashville,
Ex-Officio.
Chairman of Legislative Committees of four metropoli-

tan societies—*David H. Turner, Chattanooga; John L.
Farringer, Jr., Nashville; Norma B. Walker, Knoxville;
John B. Dorian, Memphis. The Chairman was author-
ized to make one-year appointments: Joe M. Strayhorn,
Nashville (1969).
Committee on Insurance—Wm. T. Satterfield, Sr.,

Chairman, Memphis (1971); Edward G. Johnson, Chatta-
nooga (1970); Garth E. Fort, Nashville (1969); Robert W.
Newman, Knoxville (1970); B. F. Byrd, Sr., Nashville,
Consultant.
Committee on Cancer—B. F. Byrd, Jr., Chairman,

Nashville (1971); Joe M. Chisolm, Memphis (1969); Ralph
H. Monger, Knoxville (1970); C. B. Tucker, Nashville
(1970); Geo. K. Henshall, Chattanooga (1970); Barton
McSwain, Nashville (1969); D. M. Sholes, Jr., Elizabeth-
ton (1969): Walter D. Hankins, Johnson City (1971); Her-
schel A. Graves, Jr., Nashville (1970).

1968-1969 STANDING COMMITTEES
Committee on Memoirs—Henry L. Douglass, Chairman,

Nashville (1971); A. M. Patterson, Chattanooga (1969); S.
Fred Strain, Sr., Memphis (1970).
Committee on Health Insurance—*Wm. T. Satterfield,

Sr., Chairman, Memphis; *Charles M. Hamilton, Vice-
Chairman, Nashville: *Robert L. Chalfant, Nashville; *C.
N. Gessler, Nashville; *Irving R. Hillard, Nashville;
*James J. Callaway, Nashville; Wm. A. Garrott, Cleve-
land; *Greer Ricketson, Nashville: *Harry T. Moore, Jr.,

Nashville: Wm. G. Crook, Jackson; J. Marsh Frere, Jr.,

Knoxville: Wm. E. Long, Memphis; *Robert N. Bucha-
nan, Jr., Nashville; *Frank C. Womack, Jr., Nashville:
*John M. Tudor, Nashville; Robert A. Waters, Chatta-
nooga: Clarence E. Goulding, Jr., Johnson City; Bruce R.
McCampbell, Knoxville: Mr. Charles L. Cornelius, Jr.,

Nashville, Consultant; R. H. Kampmeier, Nashville, Ex-
Officio. (*Members of Executive Sub-Committee).
Advisory Committee to the State Department of Public

Welfare—Lamb B. Myhr, Chairman, Jackson (1973); K.
M. Kressenberg, Pulaski (1970); James N. Thomasson,
Nashville (1969); Robert P. McBurney, Memphis (1972);
Fred Ballard, Chattanooga (1969).
Mediation Committee—John H. Burkhart, Chairman,

Knoxville (1969); G. Baker Hubbard, Jackson (1970); K.
M. Kressenberg, Pulaski (1971).
Communications and Public Service Committee—O. M.

McCallum, Chairman, Henderson (1969); I. A. Nelson,
Nashville (1971); Maury W. Bronstein, Memphis (1970);
Walter A. McLeod, Johnson City (1971); A. Glenn Ken-
nedy, Knoxville (1970); David H. Turner, Chattanooga
(1969): Stephen T. Farr, Cookeville (1969); Charles B.
Harvey, Tullahoma (1970); Marion E. Spurgeon, Clarks-
ville (1969);J. Kelley Avery, Union City (1971); R. H.
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There is always the possibility that even AMA members of the Tennessee Medical Association may
have been “too busy” to read Dr. Wilbur’s address which was printed in the JAMA. Its content is so

significant in pointing the way to each doctor’s duties and responsibilities to the profession as well as to

the public that it is reprinted for him who may not have read.

Cockroaches and Cherry Stones*

DWIGHT L. WILBUR, San Francisco, Calif.

Let me express again my deep gratitude

for the great honor you have conferred on

me by permitting me to address you this

morning as your President.

In my inaugural remarks just two days

ago, I tried to make clear that the most im-

portant function of local and state medical

associations and the AMA is to plan—plan

thoroughly and wisely toward the goal of

medical care of high quality for everyone in

America. I posed many questions for the

medical profession and for all medical asso-

ciations. Today, I would like to discuss

these questions in greater detail and to sug-

gest some answers.

Changes in Medicine In the

Nineteenth Century

But first to show that accident as well as

planning is vital in medical progress—as

well as in planning to take advantage of un-

expected developments—here are two de-

lightful vignettes of great changes in medi-

cine in the 19th Century. Cockroaches and

Cherry Stones! What have they to do with

planning and with progress in medicine?

By accident and design, they played a very

significant role in medicine in the 19th Cen-

tury and clearly illustrate that progress

comes through planning, accident and not

infrequently by small, unobtrusive, and

even useless or repulsive things.

Doctor William Osier, the greatest figure

*Report to the House of Delegates, American
Medical Association, San Francisco, Calif., June

20, 1968. (This has also appeared in the JAMA,
205:92, 1968.)

fPresident, American Medical Association,

in clinical medicine in this or any country

in the past 100 years, if not in all times,

came from Montreal to the University of

Pennsylvania School of Medicine in 1884 to

the chair of Clinical Medicine because he

passed the “cherry stone” test. There was
no question about his great ability as a cli-

nician and teacher and as a writer, too. So

we will let him tell of his testing in his own
words:
“Dr. Mitchell (S. Weir Mitchell, the great neu-

rologist and novelist) cabled me to meet him in

London as he and his good wife were commis-
sioned to ‘look me over’ particularly with refer-

ence to personal habits. Doctor Mitchell said

there was only one way in which the breeding of

a man suitable for such a position, in such a city

as Philadelphia, could be tested. Give him
cherry pie and see how he disposes of the stones.

I had read of the trick before and disposed of

them genteely in my spoon and got the chair.”

Here was a man who was prepared

through planning and extensive reading to

help himself achieve this important post

and, a few years later, the Chair of Medi-

cine at the Johns Hopkins Hospital and

Medical School. In these roles he became

one of the leading figures in all American

Medicine. Were the cherry stones impor-

tant? Of course they were—they were the

crucial test by the standards of those days.

By being prepared, by planning and, if you

will, in part by accident. Osier’s selection

was accomplished—an incident that almost

completely changed medicine in this coun-

try.

What about cockroaches? They were re-

sponsible for the establishment of the first

university hospital in this country—again.
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at the University of Pennsylvania. In the

1830’s and ’40’s the University had reached

the high point of clinical education through

its affiliation with the Philadelphia Hospital

(subsequently the Philadelphia General

Hospital) . There were rumblings of politi-

cal difficulties but it was an absurdly trivial

cause that for nine years closed the wards

to students. The trouble-making specimens

of Blatta orientalis made their appearance

one day in June on the dining room table of

the stewards’ mess, at which the resident

physicians took their meals. As the story

goes: “The disgusted interns demanded
they be transferred to the matron’s table

where (they hoped) better housekeeping

prevailed. Their request was refused and

they at once resigned their posts.” Further

political difficulties for years with Philadel-

phia’s Board of Guardians of the Poor fin-

ally led the great Doctor William Pepper,

Professor of Medicine and Provost of the

University, to establish the Hospital of the

University of Pennsylvania.

Here, then, by accident, induced by reac-

tion to a few innocent cockroaches, was es-

tablished the need for complete control by

the University of its own hospital, free of

city politics. This was a tremendously im-

portant event in medicine, the beginning of

the modern university hospital and medical

center in the medical school setting. The
university hospital would have developed

anyway, but here without forward planning

was established this means by which medi-

cine and medical education were completely

changed.

Problems of Today

In the modern day we no longer can de-

pend on events such as these to determine

the course of medicine and particularly of

medical care and the economics of health

care. Science and planning have advanced

too far—too much is known—and life is too

complicated. Accidents that will greatly

change medicine will occur, but they will

be in the area of unexpected discoveries and

inventions in the science of medicine, which
could not have been planned for anyway.

Much of the rest that happens in medicine

and health care can be planned for or can

be accelerated by good and thorough plan-

ning.

The goal we seek is a high quality of

medical care for every American. Having
gained the leadership in scientific achieve-

ment in medicine, we must now act to as-

sure leadership in the larger area of social

and economic changes. As a profession and

as members of society, our greatest problem

is that many people are not receiving the

benefits of physician’s services and what
modern medicine can offer. For many peo-

ple the barriers are ignorance, or financial,

social and geographic factors. The igno-

rance is of what medicine has to offer and

how to get into the system—how to find the

right physician at the right time and the

right place. Financial barriers still exist

for many people, despite the wide and ex-

tensive use of voluntary health insurance

and government programs of financing

medical and health care. Problems of status

and other psychological blocks still harass

many who fear or lack understanding. Fi-

nally, geographic barriers in the urban

areas, and even more in the rural areas,

often make access to medical care difficult.

There are countless groups and individu-

als outside of medicine attempting to crack

these barriers. Social service and welfare

groups, voluntary health associations, labor

unions, those in government, medical and

other professional associations, including

workers in public health, are approaching

the problems in different ways and fre-

quently without coordinated or integrated

planning. We in the medical profession

must clearly understand that the interests

and concern of many individuals in these

groups are just as great as ours.

A striking social phenomenon of the

1960’s has been the great clamor by the

public and politicians for government

financing of health care. It is a significant

part of the trend begun in this country in

the 1930’s for increasing dependence on gov-

ernment. In the case of health, the great

benefits of what medicine has to offer and

the increasing costs have caught the inter-

est particularly of the politician, who recog-

nizes the great political power he can wield

by controlling these forces. The introduc-

tion of 1,600 bills affecting health care into

the 89th Congress and the passage of the

very significant Medicare, Medicaid, Re-
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gional Medical Programs and Comprehen-
sive Planning and Partnership for Health

laws reflect this political activity that in

that Congress reached its great climax.

Clearly demonstrated was the great power
of political forces that may crystallize peri-

odically. The potential effect of these laws

in matters of health is as great as, if not

greater than, all others passed by the pre-

vious 88 Congresses; and it is highly un-

likely that Congress in the next ten years

will pass health legislation as significant as

that of the 89th.

In implementing these laws and in

amending them, the major concern of the

profession must be how best to advise and

lead those responsible for administration

and legislation. We must plan within the

profession and with others, in and out of

government, at the local, state and national

levels. Since financing of such a large seg-

ment of medical education, research and

service will be by government, and particu-

larly by the federal government, we must
execute our partnership with government

through cooperative leadership.

Does the following sound familiar?

“I believe the time has come when we must
place ourselves in a more intimate relationship

with the people than has heretofore ruled; in

other words, the people are looking to us to uti-

lize the capacity which this Association actually

possesses, for the general welfare. The world
moves fast nowadays, and however correct may
be the statement already made, that this organi-

zation was created to counteract the degrading

influence which the unrestricted distribution of

political power, through all ranks of society, ex-

ercised upon the profession, it is certain that this

state of things no longer prevails. . . .

“Legislators are now turning their attention to

the framing of laws bearing upon questions con-

nected with medicine, and Boards of Health for

States and municipalities are rapidly multiplying

everywhere. ...

“The legislators, through their political organi-

zations, public speeches and control of the press,

hold the masses, as it were, in the hollow of their

hands.”

Does this sound familiar?

This was part of the inaugural address 95

years ago of one of my predecessors, Doctor

Thomas M. Logan of Sacramento, California

—the first AMA president from the West.

And 45 years ago, in his inaugural address,

my father, Doctor Ray Lyman Wilbur,

clearly and prophetically described our

present situation as follows:

“The social relationships of medicine are so in-

timate and imperative that they are bound to

multiply and continue. We cannot stop them by
calling them Bolshevik or socialistic or pro-Ger-
man (today we would say communistic) but we
can guide them if we get away from the brake
and begin to steer. We can, too, if we do not

think, put on the blinders of prejudice and fail to

make a diagnosis and prognosis of society, its

sweeping activities and its needs.

“As a profession, we are now deeply entwined
in the meshes of legislation and in the services of

government. In many instances those outside

the profession have, without our aid, made the

rules that govern medicine.”

What can we as individual physicians and

as a profession and association do “to ad-

vance the art and science of medicine and

the betterment of public health” in a cli-

mate of such rapidly increasing knowledge
in the science of medicine and the great and
swiftly changing social forces of people and
government? What must we do to meet the

goal of a high quality of health care for

every American?

Some Specific Answers

Let me be specific:

(1) We must remain free . . . unshackled

... a profession and not a group of tech-

nologists. Some physicians whose activ-

ities are highly technical v/ill by limita-

tion of interest become increasingly de-

tached from the patient except in perform-

ing technical procedures. They thus will

become physician technologists. But most

of us, whether in family practice or in a

special field, must maintain a broad physi-

cian-patient relationship and understanding

so well expressed in these words: “The vol-

untary association of two men, one giving

and one seeking relief—this is the heart of

the art of medicine.” Clearly, the physician

must consider and treat not just the disease

but the whole patient. Further, the modern

physician, in viewing man as a social ani-

mal, must see the great living group of

which the patient is but a unit. For him

service fo humanity has greater appeal than

dedication to science. Through all this we
must keep free the individuality of the pa-

tient and of the physician.

(2) We must exercise cooperative
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leadership of all those in the health care

field—government, industry, labor and all

segments of the public. Our knowledge of

health is unique and indispensable, but it is

not our peculiar possession and it cannot re-

main in a vacuum.

(3) We must participate actively in the

legislative process, and in planning and ad-

ministration of health laws and regulations.

We certainly cannot cling to past patterns as

our principal guide. We must seek partici-

pation in decisions, particularly with regard

to new health and medically directed legis-

lation and implementation of existing laws

in the health field. My colleague, Doctor

Malcolm Todd, President of the California

Medical Association, expressed it well when
he said: “By involving ourselves in the

local implementation of this program (P.L.

89-749 and 90-179) we can lead rather than

be led, we can guide rather than be di-

rected, and we can improve our health care

system according to values we know to be

paramount, rather than having bureaucratic

programs developed for us.”

(4) In seeking participation in legisla-

tion and by playing a more active role in all

planning related to health, we must keep in

mind the best ways to meet the needs of the

public for the benefits medicine has to offer.

The physician must clearly distinguish be-

tween needs and demands, for there often is

a wide latitude between them—profession-

ally, socially and economically. What we
need and what we want as individuals and

as people often are widely separable. In

the field of health we must lead everyone to

understand the difference between needs

and demands or face highly emotional situ-

ations that bring on political efforts at solu-

tion.

(5) We must get the facts on the eco-

nomics of medical practice and of all health

care. We must become the experts in this

field. So little is known now of the eco-

nomics of health care as rendered by the

solo practitioner; by the group, be it on a

fee-for-service basis or otherwise; by the

specialist or the generalist; by the hospital-

based physician, and by the physician in

rural and urban centers. What are the dif-

ferences? Are they great enough so we
must think only of cost and not equally of

quality? It will take years to accumulate
definitive data. Meanwhile, let neither

physicians nor the public be led by the

siren song of those who, in the awesome
self-assurance of the ill-informed, could in

their blundering destroy the health care

available to the American people. Let facts

and experience and reason make changes in

the system as changes are needed. Above
all, in this great country, with its wide di-

versity, let us try modifications dictated by
experience and by local option. The Amer-
ican Medical Association through its staff

—particularly the Division of Health Ser-

vice and the Council on Medical Service

—

should become this country’s bank of infor-

mation and resource on every aspect of the

economics of health care. We should con-

sider addition of one or more economists to

the staff, or as consultants, or the develop-

ment of an institute of economics of health

care—inside, or better still, outside the

AMA. These or other means should be

weighed as effective sources for knowledge
of the economic aspects of health care for

the American people. We must be pre-

pared to accept and accommodate ourselves

to the results of such objective studies even

though they may not coincide with the phi-

losophies we hold. Whatever is needed, we
must become the experts.

(6)

We must demonstrate the effective-

ness of the private system of medical care

and of the voluntary health insurance

mechanism. We must make them more ef-

fective, more widespread and universal,

more comprehensive and as economical as

possible. We must remember that govern-

ment financing is clearly not the answer,

for, as Russell Roth has so clearly expressed

it, “government has not pioneered in econ-

omy in medical care.” We recognized in

advance that government financing of

health care under Medicare would cost the

taxpayer far too much, would be inflation-

ary and would be difficult to administer.

We must now by effective leadership make
the voluntary system of health insurance

increasingly effective, efficient and compre-

hensive. By being right again we can ne-

gate further efforts to enlarge government-

financed programs. Further, we must in

every way possible—by amending the law
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or modifying its regulations—attempt to

lessen the wastefulness of government-fi-

nanced programs.

(7) We must recognize, and with hon-

esty and frankness indicate to the public,

that health care costs are going to rise and
why they will rise. Inflation, increased

population, greater demands and utilization

by consumers, more accessible and expen-

sive facilities, rising costs of personnel and
highly technical services, and payment for

services by third parties, private and gov-

ernment, will inevitably raise costs of and

expenditures for health care. Since it is

generally understood why automobiles and

other goods cost more and more money as

they are added to and refined, we ought to

be able to show that the same applies to es-

sential services and facilities for health

care. At the same time, we must make
every reasonable effort to hold down health

care costs by making use of hospital beds

only when clearly necessary; by encourag-

ing the development of more extended-care

facilities and nursing homes; by making
every effort to encourage carriers to in-

creasingly cover the costs of care outside

the hospital, in the home and office, for pre-

scription drugs, private duty nursing and

the services of others in allied health ser-

vices.

We must seek alternatives to existing pat-

terns of coverage and financing practice

that will encourage efficiency and economy
in use of personnel and facilities. We must
encourage physicians to follow the princi-

ples of the usual, customary and reasonable

fees, of peer review and self-discipline, be-

cause they are responsible members of the

profession and not because of fear of gov-

ernment reprisal. In conference with those

in hospital administration, in the insurance

industry, in the health professions and ser-

vices, in government and with the public,

we should seek every possible means on an

experimental basis, to hold down health

care costs. This should be done without

losing sight of the major end in health care

—quality of care, rather than low cost.

(8) We must expand medical school fa-

cilities and numbers of students so every

qualified applicant may find a place in our

medical schools. Similarly, we must en-

courage education of more nurses in all

presently existing and new schools of nurs-

ing, in hospitals and in community and

other colleges. Our needs for increasing

numbers of persons in the allied health pro-

fessions and services is apparent; as a pro-

fession we should actively participate in the

education of all of them. We must encour-

age all private sources of funds, as well as

those of state and federal governments, to

help finance the crusade to educate more
and better health manpower.

(9) We must continue to advance knowl-

edge of the causes of major illness. Our
profession can play no greater role than in

supporting research in these areas and in

the prevention of disease through estab-

lished programs.

(10) We must play a more active role in

all kinds of planning related to health, in

maintaining high standards and quality of

medical practice, and in urging medical

schools and physicians to participate more

actively in continuing medical education.

The recently established AMA Committee

on Continuing Medical Education must ef-

fectually lead the way at the national level.

The recent medical self-assessment program

of the American College of Physicians is a

superb example of what can be done by the

profession in stimulating its members to be

up-to-date.

By participating in and, where needed,

establishing health planning councils, com-

missions and committees at the local,

county, regional, state and national levels,

we can give the leadership that is so desired

and the public expects of us.

There is no more important aspect of such

planning than discovering where the needs

are for care at the local level and then in

helping to meet them. Are the needs in the

slums, among the poor and minority

groups? It is our responsibility as physi-

cians and citizens to lead in locating these

needs. In the case of a patient, we are

taught and become skillful in locating un-

suspected or suspected disease during our

examination; and in looking at our com-

munities we should readily identify the

areas of need for health care. One of my
predecessors in this office. Doctor Charles L.

Hudson, expressed it well in November,
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1966, in his address to this House: “I pro-

pose that the AMA and state and county

medical societies launch a continuing pro-

gram, under predominantly private aus-

pices, to improve existing health care ser-

vices and establish new services where they

do not exist, for all persons of whatever

age, race, creed or color. This program will

vary from one community to another and

will require substantial support and cooper-

ation from non-medical civic-minded

groups. I consider this kind of program a

top-priority AMA obligation.”

I strongly support this position and en-

courage implementation of it by every

county medical society. I cannot express

more effectively this need than did Doctor

James L. Dennis, who said that the best

way to preserve the rights of physicians is

to meet the health needs of the people.

(11) As physicians and citizens we must

take a more active part in the political sys-

tems at the local, state and national levels.

We should effectively, enthusiastically and

widely support AMPAC and the state

PACs. The greatest expenditures in medi-

cine are by the federal government. In its

financing of health care, the government is

our largest single customer. We must
know, guide and carefully select those who
speak for and direct it. Just as we advise

and guide the families of our individual pa-

tients, so must we advise and guide those

responsible in government.

Liaison with Other Professional and
Non-Professional Groups

To broaden and increase the usefulness of

our association, we need to widen our inter-

ests—to seek the advice and wisdom of oth-

ers in and out of the profession. We need

particularly closer liaison with the public,

with many associations of lay groups that

have active or potential interest in health

and medical affairs. And within the profes-

sion we have great need for closer associa-

tion with young physicians in internships

and residencies, with medical students, with

medical specialty societies and with other

professional groups.

Our profession will be greatly strength-

ened in its relationships with society by ex-

posure to the thoughts and reactions of the

consumer. Increasingly we must take the

initiative in seeking public participation in

planning councils and committees, recogniz-

ing the benefits from suggestions, experi-

ences and expectations of the patient and
the value of such experiences in the educa-

tion of consumers. The Board of Trustees

of the AMA has selected a group of distin-

guished citizens from important spheres to

serve at the national level as its Advisory
Committee on Health Care of the American
People. This committee will advise the

Board and the Association concerning

public attitudes in medical and health af-

fairs.

Periodically, during times of pressure, we
have sought closer liaison with many organ-

izations and lay groups to gain their support

for our common goals. Increasingly we
must develop a more effective and persis-

tent liaison with groups of laymen—in busi-

ness, in teaching, in the professions, in agri-

culture, in industry, in education, in labor

unions, in various other groups—for the bi-

lateral sophistication and education that

come from such regular exchanges.

This association was formed before there

were interns and residents. Now there are

approximately 45,000 of them in our hospi-

tals—all M.D.s, the majority with licenses

and actively participating in the practice of

medicine. Most of them eventually will be-

come members of our Association. Why do

we not accept them into membership of our

county, state and national associations after

they receive the M.D. degree, and certainly

when they become residents? Such a move
would greatly strengthen our profession

and our association, bringing to it the ideal-

ism, stimulation and exuberance of youth,

and at the same time bring to the interns

and residents a feeling of participation and

a view of the judgment, mature and experi-

enced, of those of us who for some time

have actively practiced the profession.

We would be wise, too, if through a stu-

dent membership we could similarly relate

to all medical students. Their interests in

people, their desire to participate in health

problems of people and communities, are

among the principal reasons for their entry

into medical school. We and they would

benefit by mutual involvement and support.
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Within the profession we recognize the

centrifugal forces of fragmentation. The
AMA has already instituted efforts through

the Interspecialty Committee of the Board,

by liaison meetings with various association

groups, and by other means to reverse this

trend. These efforts must be made more ef-

fective. We especially need closer relation-

ships with the leaders in medical education,

medical research and public health.

Similarly we need increasing relation-

ships with those whose primary interest is

in health facilities, such as hospitals, ex-

tended-care facilities, nursing homes, home
care and related services.

We must strengthen our ties with and

recognize the devoted work of the Woman’s
Auxiliary to the American Medical Associa-

tion. Its liaison with other groups and its

effective efforts in the promotion of health

careers, in support of medical education, in

community health service activities and in

legislative activities need our earnest indi-

vidual and collective support. Similarly,

we must express gratitude to those in the

American Association of Medical Assistants

and their colleagues who have so ably as-

sisted us and made the work in our individ-

ual offices much more effective and pleas-

ant.

Council on Health Manpower

During this year the AMA has made a

great stride forward with establishment of

the Council on Health Manpower. The role

of this Council in coordinating the activities

of the Association in this area—in dealing

with problems of the physician’s assistant,

the foreigTi medical graduate, the interrela-

tionships and coordination of those on the

health team—in an era when there will be a

greater growth of manpower in this than in

any other ‘industry,” places the activities of

this Council immediately among the most

important in the AMA.

Notes for the Future

Our profession has met and surmounted

many crises in the last 60 years. To name a

few—the Flexner report, the world wars

and particularly World War II, with the re-

sulting infusion of more than 60,000 civilian

physicians into the armed services, the rev-

olutionary advances in medical sciences of

the 1940’s, ’50’s and ’60’s, and more recently

the impact of government-financed medical

care (Medicare and Medicaid) and govern-

ment planning for health (Regional Medical

Programs and Comprehensive Health Plan-

ning) . Today we are traversing one of

those great transitional periods in which the

roles of government and of the medical pro-

fession seem in the balance. With all our

knowledge, skill and ability we can tip the

scales, if we will, in behalf of the private

system of medical care. We can do so by
exerting the leadership that it is our re-

sponsibility to give. The best medical care

can be rendered by the physician who is

free to make his own decisions and is not

hopelessly encumbered by all those forces

that by their very presence interfere with

the splendid voluntary association of pa-

tient and physician—the one seeking, the

other giving, both gaining.

Cockroaches and cherry stones! How
simple life seems to us to have been in the

days when they were so important. But

would we in this century elect to have the

future of our profession rest on such appar-

ent insignificant things and events?

As we begin this year of fateful develop-

ments for the health of our country and its

people, let us focus on directing the course

of the future. We must do this by planning

—by being prepared—by turning unex-

pected developments in the direction of

progress ... by fostering high quality of

medical care along with broadened avail-

ability . . . and by invigorating the growth
of the profession by increasing its numbers
and by activating its young members—and
passing on to them a bright and unflicker-

ing torch of devotion to human service.

We are among the most privileged of men
to have this challenge . . . this opportunity

to direct the course of human destiny, and

welfare. Let us assume the challenge with

confidence and statesmanship, so it can be

said of us, “They minister to the health of

human society as well as to every man as an

individual.”
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The authors describe use of a form of psychotherapy to control a patient’s behavior hopefully for its

improvement.

Behavior Therapy*
ALDO R. BEVILACQUA, M.D., Las Vegas, New Mexico, and

J. LEE RUTSCHMAN, M.D.,f Memphis, Tenn.

The middle of the 20th Century may well

be remembered as the period when the con-

trol and prediction of human behavior be-

came a reality, rather than merely a dream.

Scientific technology has rapidly increased

its power to influence change, mold . . . in a

word “manipulate” human behavior. For
many reasons the control of human behav-

ior has always been unpopular. Any overt

or undisguised effort to control another

human being has always aroused strong

emotional reactions.

Though religions, governments, social

agencies, teachers and parents espouse

openly to control human behavior, we in

the field of psychotherapy have been slow

and reluctant to admit of psychotherapy as

a controlling agency. Such popular notions

as “interpretations,” “self-actualization,”

“reflection of feelings,” “free association,”

“non-directiveness,” “unconditional positive

regard,” “permissiveness,” “non-judgmental
attitude,” “refusal to make decisions or give

advice” ... all illustrate our timidity in ac-

cepting the mantle as a m.anipulator of

human behavior.

With the advent of Behavior Therapy, we
have, for the first time, a predictable and
scientific basis for manipulating human be-

havior; we say this at the risk of sounding

Machiavellian, to paraphrase Skinner.

It will be the purpose of this paper to de-

scribe the application of one specific behav-
ioral technique . . . the use of operant con-

ditioning in a short-term, “intensive treat-

ment oriented,” psychiatric hospital.

*Read at the Joint Meeting of the Tennessee
Academy of Preventive Medicine and Public
Health, the Tennessee District Branch of the

American Psychiatric Association and the Ten-
nessee Industrial Medical Association, April 19,

1968, Chattanooga, Tenn.

fFrom the Tennessee Psychiatric Hospital and
Institute, Memphis, Tenn.

Dr. Bevilacqua is Director of the New Mexico
State Hospital, Las Vegas, New Mexico.

Most of us in this room are familiar with

the work of the Russian physiologist, Pav-
lov. However, one can only explain about

10 to 15% of all human learning on a conti-

guity basis, and it remained for B. F. Skin-

ner at Harvard to pioneer and develop oper-

ant conditioning, so named because the or-

ganism “operated” or manipulated his envi-

ronment to generate pleasant consequences

or to avoid punishment.

Most of us can say . . . we all know this

principle . . . that reward and punishment
serve to regulate behavior. There seems to

be nothing new here! We do this all the

time! But the new thing is the contingency

—merely giving out rewards at random is

not enough . . . we must know when to give

them, and when to withhold them. Thus,

the reward can be thought of as a “motiva-

tion” ... to change behavior, though, most
often we tend to think of motivation as in-

side the person. In fact, it is much more ac-

curate to think of motivation in terms of

stimuli or rewarding events outside the per-

son which strengthen and maintain a per-

son’s behavior.

For example, whenever we eat at a new
restaurant and are rewarded by an espe-

cially good meal, the probability that we
will return to the restaurant, at some future

date, is increased. Likewise, the “good”

psychotherapist who “rewards” his patient

by a warm, accepting, non-punishing rela-

tionship greatly strengthens the likelihood

that the patient will return for further ther-

apy.

Now, what happens if the therapist selec-

tively gives rewards contingent upon the

emission of specific behaviors? The result,

will be that he, the therapist, is now in a

powerful position to modify the patient’s

behavior. This can be done covertly by a

selective increase in facial attention, lean-

ing forward, head nodding, or by subtle ver-

bal conditioning in the form of “mmm.
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mmm,” “uh, huh,” “yes,” “I see,” or silence.

The other possibility is for the therapist to

directly and overtly reward appropriate

responses by social praise, or by tokens,

which can be exchanged for specific re-

wards.

With this very brief explanation for the

theoretical basis for operant conditioning,

we wish to proceed to our specific applica-

tion of its principles to one ward at the Ten-

nessee Psychiatric Hospital and Research

Institute in Memphis.

In July, 1966, our contingent reinforce-

ment program was first inaugurated and

initially applied to only 3 or 4 patients, who
were long term and had failed to respond to

any of the usual therapeutic approaches.

We were on the defensive in the beginning,

and tried to maintain a scientific, skeptical

attitude regarding any results. Permission,

and the full cooperation of the hospital su-

perintendent was gained, which has been

invaluable.

Indoctrination and re-education of the

staff was an absolute necessity, to teach

them to be on the lookout for, and to record,

specific behaviors and their consequences,

and to avoid, as much as possible, “arm-

chair” speculations about the patient’s as-

sumed “mental state” or hidden underlying

intrapsychic “causes” of behavior. The ini-

tial results were encouraging and, as the pa-

tients improved, reinforced the staff’s deci-

sion to gradually expand the program to

more and more patients over the next 12

months. This past summer, in July, the en-

tire ward of 24 patients was placed on the

program.

Instead of using tokens as a reward, a

card system was devised which listed the

appropriate or positive behaviors we wished

to motivate in the patient. On the reverse

side of the card are the inappropriate or

negative behaviors we wish to extinguish or

weaken. By now it is obvious that the la-

beling of a specific behavior as appropriate,

or inappropriate, represents a clinical judg-

ment or decision by the therapist. As dis-

cussed at the beginning of our talk, the

issue of control, however direct or subtle, is

crucial to all psychiatric treatment modali-

ties, and no psychotherapist can avoid it re-

gardless of approach.

On the card is listed the number of points

the patient can expect to receive for a speci-

fied response. These credits or points func-

tion the same as any token, and serve as ar-

tificial motivations or rewards and are indi-

vidualized for each patient, depending on

his behavioral repertoire. If there are re-

sponse deficits, we can engineer or build

them in ... if the responses are unadaptive

and surplus, we can extinguish them. For

example, a patient who has a history of ex-

treme withdrawal behavior, delusions, and

poor personal hygiene, as 3 of her more out-

standing and high frequency behaviors,

would lose credits for being alone, and each

time she emitted “psychotic talk.”

Simultaneously, she would be rewarded
throughout the day whenever she respond-

ed by being out of her room or socializ-

ing appropriately with other patients, or

talking rationally, or by having good hy-

giene.

If one plots a graph, over a short period of

time, one can see a decline in unadaptive

behaviors and the appearance and progres-

sive increase in socially acceptable behav-

iors, which have a high probability of spon-

taneous reinforcement by people in the en-

vironment. Gradually, we add to the card,

more and more appropriate responses, as

the patient improves. General expectations

that are applied “carte blanche” to all the

24 patients on our ward are, being up at a

specific time, having a clean room, making
the bed, and good personal hygiene. These

“self-sufficiency” behaviors serve to encour-

age patient’s responsibility, and quickly

solved the previous problems of ward man-
agement . . . such as dirty rooms, lying in

bed half the day, and not shaving or bath-

ing regularly. The patients have been

taught to bring their cards to specified

members of the staff throughout the day, to

be marked for credits, and paired with so-

cial approval after the desired response has

been emitted. This insures that the reward

will closely follow the emitted behavior.

However, since in real life our rewards are

often delayed, we have a built in “frustra-

tion” in that after the patient emits a series

of desirable responses, he receives his spe-

cific reward later in the day, or at the end

of the week, just as we work 5 days and are
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paid once at the end of the week, rather

than being paid after each hour of task.

Since many, if not most, psychiatric pa-

tients, have never learned to delay gratifi-

cation, this technique of deliberately delay-

ing the reward seems to bring about a

greater tolerance for frustration, greater in-

dependence, or what is called “maturity.”

Also, this tends to result in the behavior

gradually sustaining itself as the patient’s

new behavior generates new and different

responses in those around him, thus making
the transition from artificial rewards (the

points on the card) to more natural rewards

in the environment.

At the same time, we try to work closely

with the family and invite significant mem-
bers to come to the hospital in the evening,

to teach them by imitation and verbal con-

ditioning, new and more appropriate ways
of responding to the patient. This is to in-

crease and guarantee, as it were, generaliza-

tion or “carry over” of this new behavior.

Generalization is, of course, the biggest

problem of all psychotherapy, and is the

central focus of current literature, new
books, and articles, and laboratory research.

Sometimes, we find it necessary to specify

the content of the patient’s verbal behavior:

for example, to reward emotional and as-

sertive responses in a very shy, inhibited pa-

tient, and to ignore, or not reward helpless,

dependent responses, and vague or intellec-

tual statements about the self. Another pa-

tient, a severely withdrawn and suicidal

lady, diagnosed as having involutional psy-

chotic depression, who had received over 30

electroshock treatments on her admission

one year previously, would lose credits each

time she withdrew, or sat and brooded; . . .

at the same time she was rewarded for so-

cialization behaviors, constructive activities,

and handling herself in a new manner with

her family during visits by the husband and

on weekend passes. Her endless somatic

complaints were dealt with by having her

write them down repetitiously throughout

the day . . . the lists were initially quite

long, covering many, many pages, and were

turned in to the nurses who had been in-

structed to accept them without saying any-

thing; . . . her husband was likewise told to

ignore any statements about her “poor

health.” Gradually, since she was not re-

warded for these “complaining behaviors,”

they stopped after several weeks. In the

office, if she became very upset, mute, or

overly tearful, the interview was immedi-
ately terminated with the statement, “we
know you feel depressed, but crying and re-

fusing to talk will not solve your problems,

and you are forcing me to end the inter-

view. I will be glad to see you when you
can control yourself in a different manner.”

Simultaneously, in an “assertive group,” she

was rewarded each time she expressed hos-

tility or aggression in a socially acceptable

way by imitating the therapist or a group

member.

A male patient diagnosed as paranoid

schizophrenic (notice that treatment is not

related to diagnosis) who had a strong, ho-

mosexual problem, was specifically re-

warded for using a portable shocking appa-

ratus for several weeks to build up unpleas-

ant sensations to his homosexual impulses

and fantasies whenever they occurred. He
slept with it, and even wore it home on

leaves. After several weeks of condition-

ing, the patient began to acquire a fear re-

sponse to “pushing the button behavior,”

and to overcome this, we temporarily in-

creased the rewards for continued use of the

device. A simple counter inside recorded

the shocks. Simultaneously, he was re-

warded for approaching and socializing with

females in an appropriate manner, through

imitation and verbal instructions.

A 13 year old mute girl was transferred to

our unit from another unit because she ab-

solutely refused to speak throughout her

hospitalization and this made conventional

psychotherapy impossible. Plans were
being made to transfer her to the “chronic”

state hospital. We knew from prior history,

that she had been able to speak normally

until about 3 months previously when she

gradually became mute. A schedule was
arranged so that, at first, for any sound ut-

tered, she was immediately rewarded with

M & M candies, and within 4 days the emis-

sion of verbal behavior had increased

from zero to 10 minutes out of each hour

. . . a rapid and considerable improvement.

As she spoke more and more, school attend-

ance was made available to her, as well as
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many natural social reinforcers hitherto im-

possible without speech. The historical

question of why she became mute has not

yet been answered and is rather an aca-

demic one, we believe. One can state, with a

high degree of accuracy, that most likely, it

represented an avoidance response, and
hence was rewarding to her in that she es-

caped more unpleasant consequences than

her mutism would generate. Implicit in

this explanation, is that normal verbal be-

havior was not rewarded by her immediate
environment.

On the reverse of the card are the class of

inappropriate behaviors leading to loss of

credits, such as smoking in bed, withdrawal
behavior, and behavior leading to seclusion.

As mentioned previously, the number of

credits functions as a generalized condi-

tioned reinforcer, and since by definition, it

can be exchanged for a reward, what are

the specific rewards that the patient can ex-

pect to receive? They are as follows: tele-

phone privileges, visitors, going off the unit

for two 30 minute periods, attending the

canteen downstairs, shopping downtown,
and the privilege of a week-end leave.

Several months after the systematic con-

tingency program was started, it was ob-

served that patients would sometimes ran-

domly or unexpectedly engage in behavior

of high social value, such as voluntarily

helping an elderly patient, doing extra

work, or assisting the nurses, and to in-

crease initiative and personal responsibility

that these behaviors represented, we de-

cided on an extra point system in which pa-

tients would be rewarded for constructive

activities, of their own choosing, to rein-

force socially desirable and independent

responses that otherwise might inadver-

tently undergo extinction in the dependent

atmosphere that the “sick role” in any hos-

pital automatically creates. These extra

credits can be accumulated and saved, and

used immediately or at some future date,

according to the patient’s needs. This is

identical to our use of money, the general-

ized reinforcer “par excellence,” the reason

being that it can be exchanged for rewards

of great variety and has the value of being

relatively independent of the momentary

deprivation of the person. Our extra

credits have these same advantages for our

patients, and they use them to watch TV, to

listen to “stereo,” or to pay for sleeping pills

(if ordered)
,
or to see the doctor for indi-

vidual therapy, though not necessarily in

that order ... at least we hope not! Only

very recently have we charged the patient

to see the therapist . . . again the idea was

to approximate the world outside, but also

we were personally curious as to its effect

on the content of the interview hour. If a

patient has a particularly “good” session,

and exhibits spontaneously new and adap-

tive behaviors, he will be rewarded on the

spot, by receiving extra credits, paired with

overt social praise. With schizophrenic pa-

tients, who frequently are wary of and sus-

picious of this maneuver, this approval

needs to be extremely subtle and covert, to

avoid arousing his resistance to being domi-

nated or controlled.

Next, we wish to discuss the general

methodology of application of the card.

After admission, each new patient is inter-

viewed and, if possible, all medications that

are known to modify human behavior are

discontinued. Then, the patient is carefully

observed, and the unadaptive behaviors are

recorded for frequency and consequences.

At this time the patient receives a basic

card, with minimal expectations of good

personal hygiene, caring for his room, etc.

Then, at a weekly staff conference, which

includes all those who might have had any

contact with the patient, the entire motiva-

tional card system is reviewed for each pa-

tient, and specific behaviors that need to be

generated or extinguished are put on the

card and the number of points, or the value

of the reward, “adjusted” to supply the

right amount of motivation.

This is highly individualized for each pa-

tient. If the desired behavior is missing en-

tirely from the patient’s social repertoire,

learning by successive approximation and
imitation is used to gradually shape the

final appropriate response. Whenever pos-

sible, as we mentioned earlier, we attempt

to work with the family and explain how
and when to give or withhold rewards when
the patient is home on the week-end and

after his discharge. This is to augment

generalization to the patient’s “real world.”
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Regular telephone contact is also main-

tained, and sometimes we even have the pa-

tient take his card home with him, for a sig-

nificant member of the family, such as the

parents of a teenager, to reward the patient

for specific responses, and to maintain conti-

nuity of learning throughout the entire

week. This is readily possible if one con-

ceptualizes the entire staff as behavioral en-

gineers and the patient’s family as “dispens-

ers of reinforcers.” Prior to discharge, pa-

tients are taken off the card, to determine

how well they function without the syn-

thetic motivations, and to ascertain relapses

before, rather than after, discharge.

Thus far we have focused exclusively on

Skinnerian learning, or “operant” condi-

tioning. However, we freely use the full

spectrum of behavioristic techniques . . .

modified role playing, assertive training, av-

ersive conditioning, negative practice, ver-

bal conditioning, desensitization with hyp-

nosis for progressive relaxation, and implo-

sive techniques. For example, in applying

implosive techniques, or so-called “induced

anxiety” to a schizophrenic patient, a tape

recording, incorporating all of the anxiety

evoking cues of the patient’s delusions,

would be made directly from the therapy

hour, and the patient motivated to listen to

it several times a day for a specific number
of credits. If the avoidance gradient is par-

ticularly steep, the number of credits ini-

tially would be considerable, and progres-

sively decreased as extinction occurred.

Next, we must ask the question . . . what
are the results of Behavior Therapy in our

setting, with our admittedly crude applica-

tion of learning theory. We have used ECT
in 2 patients in 22 months. There has been

very limited use of tranquilizing drugs

while in the hospital (psychotropic drugs

frequently interfere with the acquisition of

new learning)
;

only 6 patients received

very low doses of minor tranquilizers, 5 re-

ceived major tranquilizers, and the remain-

ing 12 received nothing. We have referred

only 3 patients in 22 months to the drug

clinic in the Outpatient Department. At
the present time, 50% of those discharged

have been out of the hospital at least 6

months. We have treated a total of 86 pa-

tients. It is possible that many of these pa-

tients would have improved with any thera-

peutic approach, or that some represent

spontaneous remissions due to the mere
passage of time. (I guess Eysenck’s statisti-

cal studies in 1952 have made us all more
humble and hesitant in overselling psy-

chotherapy.) Obviously, we have relapses

and failures. Another observation is that

AMA’s, when they do occur, happen the

first day or two after admission. And, fin-

ally, we make no attempt to select specific

diagnostic categories . . . our patients en-

compass the full psychiatric spectrum of

classification. And this is as it should be,

for according to all available data, every

human being follows the same basic laws of

learning . . . whether they be diagnosed as

having depressions, schizophrenia, drug ad-

dictions, or organic brain damage.

Indisputable advantages of behavior ther-

apy have been the high nursing morale

which comes from knowing specifically how
to handle patients, and the feeling of

well-being in seeing predicted changes oc-

cur before your own eyes . . . and when fail-

ures do occur, knowing how and why, ac-

cording to learning principles. Another

merit of this, has been the sharp decrease in

ward management problems, such as dirty

rooms, withdrawal, loafing at the Nurses’

Station, demanding to see the doctor, ag-

gressive outbursts, etc. An unexpected but

pleasant side-effect of using the learning

theory model, as opposed to the “disease

model,” has been the excellent liaison be-

tween the Psychology Department of Mem-
phis State University with 10 graduate stu-

dents per week, coming to the ward to ob-

serve and record various behaviors and

their contingencies. The patients’ morale

has been high, and the feed-back from them

most encouraging.

Overall, the greatest benefits from our

systematic contingency program, has been

our placing of the burden of responsibility

on the patient ... to make him see and ac-

tively experience the “cause and effect” re-

lationship between his present behavior and

its impact on his present environment. For

many patients, who are accustomed to

thinking of themselves as “mentally sick”

or helpless victims of mysterious and un-

seen psychic forces within them, this dis-
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covery is a startling “insight.”

Another advantage is the extreme flexibil-

ity. The Behavior Therapist can apply one

technique or several speciflc techniques as

“levers” to modify behavior, and if one

method fails, he can readily shift to another

approach. Just as in physical medicine, we
use a speciflc antibiotic for a bacterial infec-

tion, and we shift to a different antibiotic if

there is no improvement.

An unexpected value of Behavior Ther-

apy is that it offers a therapeutic method

for helping the totally unmotivated and “in-

voluntary” patient, such as the committed

patient. With operant conditioning, a hos-

tile teen-age delinquent, referred for treat-

ment by the Juvenile Court, is basically no

more difficult than a voluntary patient.

And, in conclusion, throughout the his-

tory of all human endeavors, as cumulative

knowledge has advanced, “art” has been

forced to retreat before the onslaught of

“science.” The art of alchemy gave way to

specific laws of chemistry . . . the art of as-

trology receded before the science of as-

tronomy. We have no personal grudge

against art, but most often, “Art” is a eu-

phemism for lack of specific laws of func-

tional relationships. We, in psychiatry,

have the potential to replace the “Art” of

Psychotherapy with the “science” of psy-

chotherapy.
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Orthopedic Surgery In Vietnamese Provincial

Hospitals*

PAUL SPRAY, M.D., Oak Ridge, Tenn.

History

In October of 1961, the Orthopedics Over-

seas Division of Medico began a program of

volunteer orthopedic surgeons paying their

own way to act as consultants at the Cho
Ray Hospital in Saigon. This program was
discontinued about two years later because

of increasing difficulties due to an increased

tempo of the war.

The Hope ship anchored in Saigon from

June until September of 1961 and then

sponsored an orthopedic surgeon at the Or-

thopedic Rehabilitation Center until 1964.

In May of 1965, the People-to-People Pro-

gram, sponsors of the Hope ship, started a

program of sending teams of physicians of

varied specialties to work in the various

provincial hospitals. While this was a vol-

unteer program with no salaries paid to the

doctors for their two months of work, their

transportation and board and housing in

Viet Nam were underwritten by a contract

with AID, an agency of the U. S. State De-

partment. (This was similar to a contract

under which medical teams, including one

from East Tennessee, went to work in a hos-

pital in Algeria under Medico-CARE from

1962 to 1965.) In June, 1966, the responsi-

bility for this Viet Nam program was taken

over from the People-to-People Program by

the American Medical Association. Under
this program, over 350 American volunteer

physicians have donated their services.

Some have returned for two or even three

tours.

There are 32 Volunteer Physicians to Viet

Nam in that country at one time dispersed

among the various provincial hospitals.

They are replaced by teams of 8 physicians

at tWo-week intervals. The teams fly in a

group, tourist class, on a commercial jet

from San Francisco to Saigon. Five Ten-

*Read at the meeting of the Tennessee Or-
thopedic Society, April 18, 1968, Chattanooga,
Tenn.

nessee physicians are listed by the AMA as

having participated or planning to partici-

pate in the near future. Beside myself,

they are Dr. John Wolaver of Knoxville,

Dr. Curtis McGown of Clarksville, Dr. Joe

F. Bryant of Lebanon, and Dr. W. Walter

Pyle of Franklin.

I had originally volunteered to go to Sai-

gon under the Medico program in 1962.

However, because I had previously been to

Jordan with Medico, I was asked instead to

start the Medico Orthopedics Overseas pro-

gram in Nigeria. This I did, and later be-

came chairman of that program. I had
planned to return to Nigeria for the third

time in April of 1967, but received a letter

not to come because of the rising tensions of

revolution in the area in which we had been

working. Soon afterward, in May of 1967,

the Eastern region of Nigeria declared itself

to be the independent nation of Biafra, and

has been cut off since from the rest of the

world by a blockade imposed by the rest of

the Nigerian Federation. We have there-

fore had to discontinue our program there

completely.

About the time I learned I could not go to

Nigeria, I received a call from Miss Laverne

Blakely of the AMA asking for help in re-

cruiting orthopedic surgeons for the VPVN
program. So I volunteered to go myself.

Personal Experience

I was in South Viet Nam from the middle

of June to the middle of August, 1967. At
first, I was stationed in Can Tho, the chief

city of the delta region, south of Saigon.

After six weeks, there seemed to be more
need for an orthopedic surgeon at Da Nang,

so I was requested to transfer there for my
last two weeks. While at Da Nang, I was

sent to visit Quang Ngai, where American

Quakers were starting a rehabilitation cen-

ter, to see if I felt the hospital there could

use an orthopedic surgeon. While this hos-

pital, which had one of the first Medico
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teams started by the late Dr. Tom Dooley,

had plenty of patients that needed or-

thopedic help, I felt that the facilities were
too poor to make it worthwhile to send an

orthopedic surgeon there.

I was very fortunate in happening to be

assigned to the group with which I traveled

to Saigon. The other six men were pleas-

ant and interesting traveling companions,

and we had one woman, a vivacious or-

thopedic surgeon. Dr. Haydee Kimmich, of

Springfield, Illinois.

While our trip was marred by sore hips

from gamma-globulin shots before leaving,

and by a five-hour delay out of Honolulu

due to mechanical trouble, we enjoyed it.

There was a 36-hour rest stop in Hong
Kong, and we stayed at the luxurious Pen-

insula Hotel. The weather was good, and

there were very few disturbances while we
were there.

In Saigon, we stayed in a large house on

Cong Ly Boulevard, the main route into

town from the airport. Our one day there

was taken up by briefings, exchanging cur-

rency, and picking up minor items we had

forgotten or not expected to need at the

Post Exchange.

Dr. Oril Harbaugh, a general surgeon

from California and a retired army colonel,

went with me to Can Tho.

The Thu Khoa Nghia Hospital in Can Tho

was the provincial hospital for Phong Dinh

Province and the main Vietnamese hospital

for the delta region. It had 450 beds, of

which 150 were for surgical patients. It

was crowded, dirty, with old buildings, and

poorly equipped. There were about 6 Viet-

namese doctors working in the hospital, in-

cluding the medcin-chef (medical director)

,

Dr. Khoa. Two of the Vietnamese doctors

were surgeons. One did almost all of the

obstetric-gynecologic surgery, and the other

did some general surgery.

In addition to Dr. Harbaugh and myself,

there were several other volunteers at Can

Tho. Dr. Joe Heath of Kermit, Texas, a

general practitioner, and Dr. Colin McCord,

a general and thoracic surgeon from New
York, were with us most of the six weeks I

was there. Dr. Donald Wallace, a Fellow in

public health from Johns Hopkins, and Dr.

Paul Meyer, an orthopedic surgeon from
Chicago, were also there some of the time.

Dr. Meyer was a VPVN who had stayed on
after his two months to work for the World
Rehabilitation Fund in helping to set up re-

habilitation centers to provide prostheses

for the numerous amputees. Living with us

also was Mr. Norman Allen, a civilian hos-

pital administrator on an 18-month contract

with AID.

There was also a U. S. Air Force team of 2

and sometimes 3 general surgeons, an or-

thopedic surgeon, a male nurse anesthetist,

a male nurse administrator, and several

corpsmen. We VPVN’s were attached to

this Air Force team. The rest of the hospi-

tal personnel were Vietnamese except for

about 5 civilian American nurses.

Our hospital was a general Vietnamese ci-

vilian hospital with a separate tuberculosis

ward (which was run entirely by the Viet-

namese) . The Vietnamese took care of

most of the medical patients and all of the

obstetric-gynecologic patients, except for

week-end emergencies. We Americans
took care of most of the general surgery and
all of the orthopedic and traumatic cases.

While it was a general hospital and a lot

of people who needed elective surgery,

were thronging our outpatient clinics, there

were so many casualties that we had to con-

fine ourselves almost entirely to treating

emergencies.

In addition to the stream of men, women,
and children with war wounds, there were
a fair number of accidental injuries, espe-

cially from traffic accidents. Non-traumatic

abdominal emergencies, in addition to the

instances of cholecystitis and appendicitis

such as are seen anywhere, included fre-

quently typhoid perforations of the bowel

with peritonitis.

Blood for transfusion of the casualties

was always in short supply. One way of

getting it was to agree to do elective sur-

gery if a patient’s relatives would provide

five or six bottles of blood which we could

use for other patients.

If was said that many of our patients

were Viet Cong. Because of the difficulties

in communications and the fact that they

were all the same people except for their
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loyalties, we had no way of knowing in

most instances. When a known Viet Cong
soldier was wounded and captured, he was
usually brought to our hospital for treat-

ment. Sometimes he was handcuffed to the

bed in the regular wards. If he was less

fortunate, he was locked up in a special

prison ward at the back of the hospital with

bare wooden shelves for beds and heavy

barred iron doors on each cell. A mad
woman held down with heavy chains in one

of the cells screamed for a good part of most

of the nights, adding to the discomfort of

the prisoners.

The orthopedic ward was an old Quonset

hut, screened, but with the screens rusty

and full of holes. There were a few ceiling

fans, which helped a little with the intense

heat of mid-day. There was one cold water

tap in the ward and a smelly latrine at one

end. At night, the patients whose families

could obtain them put mosquito nets over

their beds, but in the daytime, there were

quite a few flies and mosquitoes and gnats

in the ward.

The beds were low with a board taking

the place of a mattress and springs and a

straw mat taking the place of sheets.

Usually the beds had at least two patients

in them, and sometimes three.

The medicines available for use on the

ward were very limited. Mostly they were
penicillin, streptomycin, aspirin, a vermi-

fuge, and charcoal-peppermint tablets for

indigestion. There was only one shift of

nurses in the ordinary wards; therefore if a

patient was to take medicine outside of the

regular 8-hour duty day, he had to give it to

himself.

Unlike some African hospitals in which I

have worked, the hospital did furnish some
food to the patients, which was usually sup-

plemented by relatives.

There was a Chinese plaster technician,

who changed casts and put in Steinman

pins for traction. Femur traction was ap-

plied on some old rusty Bohler frames,

using bricks for weights.

The operating rooms were fairly well

equipped, but especially when I first ar-

rived, usually had a few flies, gnats, and

mosquitoes buzzing around. I was soon

able to get some Shell insecticide strips

from home to hang up in the rooms, and
this helped quite a bit.

Each operating room had a window-type
air-conditioner, which helped some with the

heat and humidity.

The drapes were quite small and fre-

quently full of holes. The normal skin

preparation was a few minutes of scrubbing

with pHlsoHex. I was able to And an

aqueous iodine solution to use in some of

our elective cases during the latter part of

my tour.

Plaster and dressings were available most
of the time, but several times we needed to

stop operating for a day or so because of the

lack of sterile drapes and gloves.

There was a Brown dermatome available

for skin grafting, but it was difficult to use

because of a shortage of blades. The dis-

posable blades, which we so blithely discard

after one use at home, were used over and

over again and were extremely dull. In

some cases we had to resort to full thick-

ness or pinch grafts.

Intravenous solutions were usually in

short supply. Frequently there was no

choice as to whether one could use normal

saline, dextrose in water, or a combination

of solutions.

Special Surgical Problems

I have been told that there was a very

high mortality rate from wounds of the ex-

tremities during the American Civil War,

and even during World War I. With the in-

creasing velocity of missiles developed dur-

ing recent wars, and with very extensive

soft tissue damage, the mortality rate would
probably have gotten higher if it were not

for antibiotics and the increasing use of ex-

tensive wound debridement.

Military surgeons now emphasize the

wide open debridement of missile wounds,

especially those apparently made by high

velocity missiles. They also recommend
that the wounds be closed by secondary clo-

sure or skin grafts in four or five days.

I am sure for military practice this is

sound procedure, but in a Vietnamese civil-

ian hospital I believe more emphasis should

be directed to the preservation of skin. It is
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rarely necessary to remove any skin.

While there may be some necrosis of skin

edges a few days after wounding, this does

no harm. The important thing in debride-

ment is to remove devitalized muscle and
preserve circulation to the extremity by
opening up the tight fascia. Completely

loose bone fragments may be removed, but

this again is not very important. So I agree

with removal of badly damaged muscle,

wide decompression by opening the fascia,

and adequate drainage, but believe that

skin and bone, and of course nerves and
blood vessels, should be preserved if at all

possible. In an American military hospital

where operating time and personnel and
equipment are not in such short supply, one

can count on getting the patient back to the

operating room in four or five days, before

there has been much retraction of the

wound edges, when secondary closure may
be possible. And one can count on having

an adequate dermatome, and maybe even a

machine for making mesh grafts, so skin de-

fects can be covered with relative ease.

But in a Vietnamese civilian hospital, due

to the pressure of too many casualties and a

shortage of personnel and equipment, one

may not be able to get the patient back to

the operating room for ten to fifteen days,

when the wound edges will have retracted

so much that secondary closure is impossi-

ble. Furthermore, one may not have ade-

quate instruments for doing good skin

grafting.

When I was in training. Dr. Joseph M.

Janes, at the Mayo Clinic, did a modified

guillotine amputation on patients in whom
there was some doubt of the adequacy of

the circulation and tissue viability of the

stump. The skin was sutured over a mas-

sive dressing instead of using adhesive trac-

tion to prevent retraction. This seemed to

work very well, and as I used it in Viet

Nam it seemed to work equally well in

treating civilian missile wounds after de-

bridement. The massive dressing provided

adequate drainage, and suturing just the

skin over the dressing did not cause enough

pressure or constriction to interfere with

circulation. I think it made secondary clo-

sures much easier, and obviated the use of

skin grafts which were sometimes hard to

obtain.

In my two months in South Viet Nam, I

did not see one case of tetanus or gas gan-

grene. This seemed surprising, since I have

seen both of these rather commonly in Af-

rica from less severe wounds. There is no

active immunization of civilians against tet-

anus. The casualties routinely received

penicillin and streptomycin and tetanus an-

titoxin, both at Can Tho and Da Nang.

These medications, in addition to the de-

bridement, were apparently very effective.

The use of internal fixation of bones in

extremities with the type of missile wounds
seen in Viet Nam is almost always bad sur-

gical practice. Even with adequate wound
excision, too many of the wounds became
septic to justify the added risk of embedded
foreign bodies for fixation. In the hospitals

where I worked, even the use of internal fix-

ation in simple fractures is fraught with an

increased danger of infection. A patient

with a simple fracture who has been treated

with internal fixation in a Vietnamese hos-

pital, and then become infected, is a real

tragedy. He would have been better off

never to have come to the hospital. The fa-

cilities for culturing and doing sensitivity

tests do not exist, and even if they did, the

choice of antibiotics is so limited that it

would not be helpful. The only antibiotics

available were penicillin G, streptomycin,

and sometimes chloramphenicol or tetracy-

cline, which would probably be ineffective.

The simplest treatment is probably the

best treatment anywhere, but especially in

treating Vietnamese civilians. Resistance

to shock and infection in these patients is

diminished by malnutrition, intestinal para-

sites, enteric pathogens, and frequently tu-

berculosis. Hematocrits below 30 are com-

mon, and blood for transfusion is hard to

obtain. While I was in Can Tho, a rela-

tively healthy young man with a compound

missile wound of his femur died as he was

being transferred from a stretcher to his

ward bed on admission to the hospital.

Another one, lying in the ward in traction,

one day after injury, had a cardiac arrest.

Fortunately, we were able to revive him

with external cardiac massage.
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In abdominal surgery for the suturing of

bowel perforations, one almost always

found the patients were full of worms,
which had to be milked back from each end
of the suture line.

Crutches and prostheses were always dif-

ficult to obtain, so any treatment that pre-

vented amputation was preferable, even if

there were deformity or shortening. Any
amputation of the lower extremity that al-

lowed the patient to be ambulatory was also

better. There were many land mine inju-

ries to the feet, even in young children,

which could be treated by Syme amputa-

tions. (Since returning from Viet Nam, I

have been told that one does not need to re-

move any bone from the tibia and fibula in

doing Syme’s procedures in children.)

One interesting thing to me was the small

size of foreign bodies which sometimes

caused bowel perforations. Sometimes a

patient with multiple holes in his intestines

had been injured by a missile fragment so

small that it was almost invisible on the x-

ray.

Rehabilitation Facilities

When I was in Viet Nam, there were
three facilities where prostheses were being

made. These were the Rehabilitation Insti-

tute in Sagion, the one in Can Tho, which

opened while I was there, and the one at

Quang Ngai, operated by the Quakers,

which was opened in August, 1967. The
centers at Saigon and Can Tho used mainly

prefabricated American parts, and either

the Sash, German, or Korean foot. The

center at Quang Ngai emphasized the use of

local materials and a foot made of wood,

web belting, and the sponge rubber used in

Japanese type sandals.

Evaluation

There is some criticism of any medical

program which uses short-term doctors, and

this includes the AMA program. However,

it is difficult to see how mature well-trained

physicians can be recruited for more than a

two-month tour, whether they are in pri-

vate practice or employed by a university.

I believe it is partly because of the problem

of recruiting long-term civilian doctors that

the tendency seems to be to rely more and
more on American military medical men to

treat the Vietnamese civilians. I under-

stand that 3 large hospitals are to be built to

care for Vietnamese civilian casualties, to

be operated by American military person-

nel. This may be the most efficient way to

get the largest number of patients treated.

But I hope there will continue to be enough
interest in the State Department and on the

part of American physicians that programs
like the VPVN program can continue to be
carried on. If we are to leave behind a leg-

acy of better medical care when the Ameri-
cans have left Viet Nam, it is important for

us to work with the Vietnamese. We need
to help them help themselves. This can be

very frustrating, both for the Americans
and the Vietnamese, but in the long run, I

feel it is very important. To paraphrase the

late Professor Perley F. Ayer of Berea Col-

lege in Kentucky, if we don’t help them to

do for themselves, they will inevitably be

“done for.” I feel that mature civilian

American doctors, preferably with a few
gray hairs, will be better accepted by the

Vietnamese and be in a better position to

help and work with them than our military

doctors.

While I worked primarily at the civilian

hospital in Can Tho, I also consulted and
did some surgery with Vietnamese surgeons

at the ARVN (Vietnamese military) hospi-

tal next door. I found these young sur-

geons, and also ones I worked with at Da
Nang, very receptive and interested in ex-

changing ideas on how to treat the many
difficult problems they had to face.

I believe the most important value of the

VPVN program in South Viet Nam is as a

consulting program for the Vietnamese sur-

geons, and as a gesture of friendship to the

Vietnamese people. It does also help some

people get treatment who would otherwise

probably have gotten no help, or at least

poorer help. As Jonathan Schell has stated

in a recent New Yorker article, it may be

that the damage done by our armed forces

so far outweighs the constructive efforts of

the various AID programs that they do not

win us any friends. But I still think that

the AID programs have a place, and should
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be continued. Especially we have a respon-

sibility to try to help the many civilians

who are so desperately injured.

The AMA is sponsoring a program to aid

the medical school in Saigon to train future

doctors, and I feel this is important. But I

think it is at least as important to have
American doctors out in the provincial hos-

pitals, working side by side with the Viet-

namese in treating their people. It is my
experience that in most instances the Viet-

namese internes and practicing doctors are

quite eager to have help and advice, if pro-

vided in the proper way, by qualified and

experienced Americans whom they can re-

spect.

Propranolol - Therapeutic Potentialities*

B. C. SINCLAIR-SMITH, M.D., Nashville, Tenn.

The beta-adrenergic blocking action of

propranolol may have therapeutic applica-

tions either in (1) myocardial disease or

(2) arrhythmia management.

Propranolol reduces myocardial oxygen
consumption by decreasing heart rate and
diminishing myocardial contractility as well

as the velocity of myocardial fiber shorten-

ing. In angina pectoris decreased my-
ocardial oxygen consumption may give sig-

nificant reduction in frequency of chest

. pain. Administered in doses ranging from
10 to 40 mg. three times daily and combined
with a graded exercise program, nitrogly-

cerin consumption can be modified in in-

tractable angina pectoris.

The value of long term therapy in either

idiopathic hypertrophic subaortic stenosis

or myocardial infarction is still unknown.

Propranolol exerts its antiarrhythmic ac-

tion via both antiadrenergic blockade and

quinidine like actions. Applications include

(1) slowing of ventricular response in rapid

atrial fibrillation and flutter, (2) control of

digitalis induced ventricular premature

contractions and ventricular tachycardia,

(3) suppression of arrhythmias during sur-

gical anesthesia, (4) reduction in frequency

of paroxymal atrial tachycardia, atrial fibril-

lation in W.P.W. Syndrome, (5) slowing of

*From the Department of Medicine, Vanderbilt

University Hospital, Nashville, Tenn.

Prepared upon request of the Middle Tennessee

Heart Association.

ventricular response of rapid atrial fibrilla-

tion prior to electrical cardioversion.

Caution in its use should be exercised

with (1) myocardial failure, (2) partial

atrio-ventricular block where complete dis-

sociation may develop, (3) bronchial asth-

ma and (4) patients receiving insulin or

oral hypoglycemic drugs where severe de-

pression of blood glucose may develop.

Intravenously administered propranolol

will reduce the mean systolic gradient in

subaortic stenosis for approximately thirty

minutes. Histochemical examination of

areas of involved myocardium in asymmet-
rical cardiac hypertrophy demonstrate a

high catecholamine content.

Similar reductions in right ventricular

outflow gradients have been tabulated in

patients with Tetralogy of Fallot.

Propranolol may therefore reduce the large

right to left ventricular shunts at the time

of cyanotic fainting episodes. Several stud-

ies have shown improvement in systemic

arterial oxygen saturation after beta adre-

nergic blocking drugs but long-term sus-

tained benefits have not been recorded.

Finally, beta adrenergic receptor blocking

drugs have provided additional means of

controlling significant arrhythmias under

exacting clinical circumstances. They
should only be administered when a known
physiologic response is planned and thera-

peutic results anticipated in time intervals

of approximately twenty to thirty minutes.
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This is an evaluation of successful medical treatment of peptic ulcer in a large ambulant population.

Peptic Ulcer: Medical Cure of Ambulatory

Patients by Efficient Gastric Aid

Neutralization
N. E. ROSSETT, M.D.,=== and MARK KASHGARIAN, M.D.,t Memphis, Tenn.

A regimen that produced verified gastric

free achlorhydria (pH of 3.0 or higher) in

hospitalized patients with peptic ulceration

was reported in 1952 by Rossett, Knox, and

Stephenson.^ The antacid was a mix-

ture of four parts of aluminum hydroxide

gel (U.S.P.) and one part by volume of

milk of magnesia (U.S.P.) . The anticholin-

ergic agent was tincture of belladonna, for

1,288 patients; and with an additional 146

patients being treated with methantheline.

This regimen, plus high protein feedings to

protect the ulcer from gastric juice corro-

sion (first described by Bertram W. Sippy)

,

produced cessation of pain with ulcer heal-

ing in all 1,374 patients. No episodes of ob-

struction, perforation or bleeding occurred

while under treatment.

The present report gives the results of the

same regimen applied to 1,007 ambulatory

patients in 1,597 consecutive episodes of gas-

tric, pyloric, duodenal, jejunal and stomal

uncomplicated ulcerations, treated from
1952 to 1966 in the private practice of gas-

troenterology (Dr. Rossett)

.

Method

Antacid. The antacids used in this study

were selected from those commercially

available having a composition similar to

the antacid described in 1952.’ Methods
of evaluation of antacid properties has al-

ready been described by Rossett and Rice-

and by Pritchard.^ The two proprietary

antacids that were used contained a 4: 1 ra-

tio of aluminum hydroxide gel and magne-

*Deceased, previously in private practice of

gastroenterology.

fFrom the Department of Preventive Medicine
and Pathology, University of Tennessee College
of Medicine, Memphis, Tennessee

**Product of Kremers-Urban Company, Mil-
waukee, Wisconsin 53201.

^Product of Wyeth Laboratories, Philadelphia,

Pennsylvania 19101.

slum, hydroxide, Kudrox**, one tablespoon

or Aludroxj; in 2 tablespoon doses were
used. In these dosages antacid efficacy is

the same. The former preparation was em-
ployed in 1,132 and the latter in 465 episodes

of ulceration. Medications were fitted to

the patients’ usual eating schedules, so that

food or antacid was taken every 2 hours
around the clock. After healing of the

niche was achieved, awakening at night for

medication was stopped. This approach fol-

lowed Sippy’s principle of accurately pro-

tecting the ulcer from “gastric juice cor-

rosion.”

Anticholinergic Drug. The anticholin-

ergic agent was 1-hyoscyamine sulfate (*).

The dose was usually 0.25 mg. given 30 min-
utes before meals and 0.5 mg. before bed-

time. In 465 episodes of peptic ulceration,

other anticholinergic drugs, including am-
butomium, glycopyrolate (Robinul)

,
pro-

pantheline (Probanthine) and oxyphency-
climine (Daricon) were used.

Diet. A convalescent ulcer diet was pre-

scribed on the first day of therapy. The diet,

described in full detail in another publica-

tion,^ was liberal. It included such foods

as steak, potatoes, lamb chops, and lobster

from the first day of treatment, provided

obstruction or bleeding was not a factor.

The principles determining this diet^ are

the accepted ones of omitting gastric secre-

tagogues, traumatizing coarse foods, and

foods at extremes of temperature; the

avoidance of overdistention and thus of hy-

perperistalsis and hypersecretion; and the

provision of essential food elements for

maximal nutrition, especially 100 to 150

Gm. of protein daily. The exclusion of cit-

rus fruits because of their secretagogue ef-

fects required 50 mg. daily of ascorbic acid

substitutes, given with breakfast.

Patient Instruction. Personal interviews

with each patient preceded treatment.
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Patients were permitted to see their roent-

genograms during the half hour explana-

tory session regarding the therapeutic regi-

men. The diet and what the antacid and
anticholinergic agents were designed to ac-

complish were discussed in detail. Each pa-

tient received a manual covering these

facts.

^

Selection of Patients

Consecutive patients, seen in private

practice, having roentgenographically veri-

fied duodenal deformity, niche, or both, or

gastric niche were selected. Most had been

treated by restricted diets and irregular

schedules of antacids and anticholinergic

agents. Whenever possible, follow up com-

pression roentgenograms of the lesion were

taken at 2 weeks and 6 weeks. There were

780 men and 227 women, a total of 1,007 pa-

tients. The age and sex distribution by

type of ulcer is shown in table 1.

Of the 908 patients with duodenal ulcer,

21.5% were women. This ratio of men to

women of 1 to 2.7 is less than the commonly

cited ratio of 4 to 1. This shows an increas-

ing frequency among women. The increase

in frequency among women is particularly

significant in this series, because of the

carry over to private practice of men who
were ulcer patients at the Kennedy Veter-

ans’ Administration Hospital. Even more

startling is the almost equal frequency of

gastric ulceration in the sexes, since 43.2%

of the 44 gastric ulcer patients were women.

The duration of gastrointestinal symp-
toms suggesting ulcers before the initial

office visit is shown in table 2, differentiated

by ulcer type. This appears typical for a

gastroenterologic practice.

Results and Discussion

Of the patients treated, 95% had a prompt

disappearance of pain within 24 hours. In

no instance was there failure to stop ulcer

pain completely. Treatment promoted

healing in every case. No episode of hem-
orrhage, obstruction, or perforation oc-

curred while under treatment.

Table I

Age and Sex Distribution of Patients by Type of Ulcer

Age
Group

Duodenal
Male Female

Gastric

M F
Pyloric

M F
Stomal Jejunal

M F M F TOTAL
To 19 9(1%) 3(1%) — — — — — — 12(1.2%)

20-29 76(10) 13(7) 1(4%) — 1(3%) — — — 91(9.0)

30-39 162(23) 31(16) 5(20) 2(10.5%) 7(21) 1(9%) 1 — 209(20.8)

40-49 202(28) 70(36) 6(24) 8(42) 14(43) 3(27) 11 — — 305(30.3)

50-59 135(19) 43(22) 6(24) — 6(18) 6(55) 3 — 1 — 200(19.9)

60-69 72(11) 24(12) 6(24) 7(37) 2(6) 1(9) 1 — 1 — 114(11.3)

70 & over 30(4) 7(4) — 2(10.5) 2(6) — 1 — 42(4.2)

Not
recorded 27(4) 4(2) 1(4) 1(3) - - - - 1 34(3.4)

TOTAL
Total Males

713(100%) 195(100%) 25(100%) 19(100%) 33(100%)
with Ulcers: 780 (77.5%); Females with Ulcers: 227

11(100%) 6 1 3

(22.5%)

1 1007(100%)

Table 2

Duration of Symptoms Before Initial Office Visit by Type of Ulcer

Years Duodenal Gastric Pyloric Stomal Jejunal TOTAL
Less than 1 118 11 7 1 — 137(13.6%)

1-4 277 8 17 1 3 305(30.3)

5-9 161 10 10 1 — 182(18.1)

10-19 208 6 6 3 — 223(22.1)

20 and over 113 7 2 2 — 124(12.3)

Unknown 31 2 2 — 1 36(3.6)

TOTAL 908(90.2%) 44(4.4%) 44(4.4%) 7(0.7%) 4(0.4%) 1007(100%)
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Table 3

August, 1968

Time Required for Healing of the Crater

Weeks* Duodenal Gastric Pyloric Stomal Jejunal TOTAL
To 1 13(3%) 1(3%) 2(4%) — — 16

2-3 180(47) 9(28) 16(30) — — 205

3-4 95(25) 6(19) 22(41) 1 1 125

4-5 21(5) 2(6) 9(17) 1 — 33

5-6 16(4) 4(13) 4(8) 1 — 25

6-7 25(7) 5(16) — 1 — 31

7-8 15(4) 2(6) — 1 — 18

8 and over 20(5) 3(9) — 1 — 24

SUBTOTAL 385(100%) 32(100%) 53(100%) 6 1 477

Unknown 119 16 17 5 3 160

No Crater 960 — — — — 960

TOTAL 1464(91.7%) 48(3.0%) 70(4.4%) 11(0.7%) 4(0.3%) 1597t(100%)

^Dependent upon scheduled office visit and appointment; therefore maximum time for healing.

flOOT patients with 590 repeat ulcers

Table 3 shows the time required for dis-

appearance of the crater in 477 cases of ul-

ceration. In only 30% (477 of 1,597 cases)

of episodes of ulceration was actual demon-
stration of a crater achieved, contrasted

with 42% in the report of hospitalized pa-

tients. This may be attributed to stricter

criteria rather than to technique or equip-

ment, as well as to the freedom for repeat-

ing examinations among the “Veterans”

hospitalized group.

In the preliminary study, almost weekly

roentgenologic examinations were possible

of the first 98 duodenal and 7 gastric

craters.^ Compared with the hospitalized

group of patients at the Veterans’ Hos-

pital previously reported,^ the results were
at least equal for healing of the niche.

Duodenal niches had an average healing

time of about 15 days with a range of 1 to 4

weeks in the preliminary study of ambula-

tory patients and 1 to 6 weeks in the hospi-

talized group. Healing of the crater in gas-

tric ulcer had an average healing time of

about 17 days. Our present data show the

same trends. The 1,597 episodes of ulcera-

tion shown in table 3 were examined roent-

genologically at 2 to 6 weeks because of

scheduling and financial limitations, but

85% were healed within 6 weeks.

Table 4 gives the relation of healing time

of the crater and duration of ulcer symp-

toms before the initial office visit of 463 pa-

tients. A relationship was not apparent be-

tween the rapidity of healing of the crater

and the duration of history of ulcer.

Table 4

Relation of Healing Time of the Crater
AND Duration of Symptoms Before

Initial Office Visit

Healing Time in Days

Duration of

Symptoms in 0-13 14-27 28 and
Years Days Days Over Total

To 5 Years 28(45.2%) 108(36.9%) 49(45.4%) 185(40.0%)

5-9 12(19.4%) 65(22.2%) 13(12.0%) 90(19.4%)

10-14 9(14.5%) 57(19.5%) 17(15.7%) 83(17.9%)

15-19 3( 4.8%) 31(10.6%) 12(11.1%) 46( 9.9%)

20 and over 10(16.1%) 32(10.9%) 17(15.7%) 59(12.7%)

Total 62(100%) 293(100%) 108(100%) 463(100%)*

*Not included are seven cases of stomal and jejunal

ulcers and seven cases without adequate histories of

symptoms.

It had been previously demonstrated that

all uncomplicated peptic ulcerations can be

healed in the hospitalized patient.^ It

was the purpose of the present study to see

whether this could be achieved in the am-
bulatory patient while permitted to con-

tinue usual pursuits. This study indicates

that uncomplicated peptic ulceration can in-

variably be healed by the production or

near production of free achlorhydria in the

ambulatory patient in remarkably equal

time even though the medical, dietary, and

psychologic therapeutic approaches cannot

be properly evaluated. In a study of this

sort, the primary purpose is to relieve the

patient of his primary disability so he or

she can resume normal every day activities.
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Summary

Among 1,007 patients kept at work and

ambulatory, there were 1,597 consecutive

episodes of gastric, pyloric, duodenal, je-

junal, and stomal uncomplicated ulceration.

Patients were treated by a liberal diet and

an antacid preparation containing a 4:1

ratio, by volume, of aluminum hydroxide

gel and magnesium hydroxide, every 2

hours around the clock. Anticholinergic

treatment, fitted to the patient’s usual meal-

time, was levohyoscyamine, 0.25 mg., 30

minutes before meals and doubled at bed-

time.

Healing (disappearance of the crater)

and time required for relief of pain equaled

the results achieved in a previous report in

which 1,434 consecutive hospitalized peptic

ulcer patients in a Veterans’ Administration

Hospital were treated by the same regimen.

Within 24 hours, 95% were free of pain.

Episodes of hemorrhage, perforation, or ob-

struction did not occur during treatment in

either the ambulatory or the hospitalized

group. This supports the view that there

are no intractable uncomplicated ulcers.
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STAFF CONFERENCE

Gallon Mental Health Center*
Sociopathic Personality

DR. DAVID F. MOORE: This patient has

problems associated with family and inter-

personal relations. These problems are

complicated by his use of alcohol. The psy-

chologic factors which are reported to cause

alcoholism can be found in nonalcoholics.

Many persons feel a relief of inner tensions

and inhibitions with the physiologic effect

of alcohol.

It is hoped this discussion will broaden

our understanding of the above problems.

Dr. Glasgow will discuss the patient’s ex-

amination and evaluation.

DR. MARION C. GLASGOW: The patient is a

24 year old white man who entered the hospital

voluntarily 10 days after discharge from an alco-

holic rehabilitation unit. His wife insisted on his

admission because, “he started drinking again.”

The patient complained of episodic urges to

drink, associated with aggressive and hostile im-
pulses; to rape or kill someone, or to commit su-

icide. He seemed pleasant and talked freely.

The sensorium was intact and there was no evi-

dence of psychosis or physical impairment.

When he entered the hospital he tended to talk

in generalities, with some cautiousness, but later

became more relaxed and seemed sincere.

His early childhood was described as being

fairly happy. His father was a cab driver, his

mother a housewife. As the youngest child, he

felt his parents preferred him to his two brothers

who were 10 and 13 years older. His earliest

memory was being punished for playing in a big

ditch which was dangerous and where, “I might
catch a disease.” When he was 6 he felt the

family, “started to go down hill.” His father was
drinking more and arguing with his mother.

The patient said, “We moved frequently into

lower class neighborhoods. I was ashamed of

my clothes and had to beg for school money.”
Because he was ashamed of his parents and his

home, he would not bring friends home. He re-

calls a feeling of anger, at 11 years of age, when
his next oldest brother returned home from the

service because his mother and brother drank

and joked together which upset his father and

embarrassed the patient. Three years later he

was reminded of this episode by remarks from
his brother which made the patient think his

*From the Department of Psychiatry, Univer-
sity of Tennessee College of Medicine, Memphis,
Tennessee.

mother and brother might have had incestuous
relations.

In school he made average grades and had lit-

tle difficulty until age 13, when he joined a

group of boys who persuaded him to join them
in drinking and shop-lifting. The patient would
boast that he always drank too much and his

friends would carry him home. At 15 he said he
was charged with a traffic violation and, “the
court sent me to live with relatives in another
state.” While there he was arrested twice for

drunken and disorderly conduct. Returning in

one year he stated, “I impulsively stole a car but
wasn’t caught.” At this time he was working
and also drinking each night.

He met his future wife who objected to his

drinking. For 18 months he worked and did not
drink in order to please his fiancee. One month
after their marriage his mother came to live with
them. The patient’s mother began drinking and
dating, “teenage boys.” This behavior infuriated
the patient, and he “told her to get out.” His
mother then moved to another state and lived

with a man in commonlaw marriage. At this

time his father died. Three months later his

older brother told him, “our father performed a

homosexual act with me when I was a teenager.”

The patient was upset and began drinking and
breaking the law again. He was hospitalized

December, 1962 to January, 1963. Regarding this

hospitalization he stated, “I wasn’t honest with
them.”

Two months after discharge from the hospital

he was arrested for car theft, burglary and
drinking. While on probation he worked for 12

months. At the penal institution a 'psychiatric

examination record showed, “no evidence of se-

rious mental illness.” After release he began
drinking, did not work, and sought help from
Alcoholics Anonymous.

The following are some quotations from the

social history and interviews: “Mother was kind

and held me on her lap when I was a child.”

“The age difference between me and my brothers

was because mother had three miscarriages be-

fore I was born.” “My brother told me there

was a sexual pervert in the family.” “Mother
asked for money, after she got to another state,

but when I sent no money, she came home.” “At

home she worked a little and had many boy
friends which upset me.” “I picked up a woman
ten years older than me and forced her to per-

form sexual acts which are disgusting to me.

Then I kicked her out because I think I would
have killed her if I had gone on.” One main
concern seemed to be his intense hostile feelings

towards women. “I once caught a man in bed

with my mother and wanted to kill him and I

still have thoughts of this.” In interviews he

seemed to be evasive. His drinking may be an

attempt to escape tension and hostility, rather

than a desire to “just get drunk.”
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Discussion after Interview with Patient

DR. MOORE: Dr. Farmer, will you start

the discussion.

DR. RICHARD G. FARMER: When one

considers the poor ego control, as presented

in the history, plus aggressivity and sexual

impulsivity in the absence of past or pres-

ent psychotic symptomatology, the diagno-

sis would be sociopathic personality. His

inability to profit from experience, mean-
ingless intellectual insight, and certain nu-

ances indicates he may have homosexual

impulses. He is utilizing as a defense

against these impulses an urge to overcome

what he sees as his father’s weaknesses

and inadequacies with which he identified.

He uses projection to some degree when he

blames his mother. In the interview he

tried to present a masculine impression.

This masculine demeanor was manifested

by his rolled sleeves, long and neatly

combed hair and verbal cues such as: “I can

be dangerous,” and, “I have a lot of trouble

with the police.” He indicated his low anx-

iety tolerance when he referred to “throw-

ing my mother out,” and he was very ma-
nipulating. He uses his wife as a control-

ling force because of his weak superego. I

think he should be discharged soon and seen

as an outpatient.

DR. PARKS W. WALKER: He had prob-

lems associated with his parents and their

socio-economic situation. The parents ap-

parently had some personality problems.

The father seems passive and dependent;

the mother dominant, but also with depen-

dency needs. The patient’s history indi-

cates sociopathic tendencies. During the

interview he related, “I thought if I cooper-

ated this time, or gave the impression I was
cooperating, I would get out as soon as I

could and it would be over with.” When
asked what were some of his problems, he

replied, “drinking mostly, and trouble with

the police. I first started drinking when I

was about thirteen and I drank with

friends.” He did not show much anxiety,

but did seem to have a subconscious hostil-

ity primarily for women. He denied that

people were against him. With the history

and interview, he seems to have a paranoid

personality with sociopathic trends. Acting

out has been a way of expressing hostility.

without directly affecting others. He did

not seem sincere during the interview.

Some of the basic traits of a paranoid per-

sonality; such as suspiciousness, hostility,

tendency to interpret and projection were
expressed during the interview.

DR. JEANNE M. HORAN: From the de-

scription of his mother and her behavior,

she may have been both seductive and re-

jecting. To the question, “Did your mother

try to dominate you?”, the patient an-

swered, “Yes.” Then he said, “She wanted
everything that I did to be her concern.”

His mother did not offer him firm or con-

sistent control as a female figure. His

father apparently did not control his

mother’s behavior and did not give him a

masculine authority figure with which to

identify. From the interview he stated,

“Mother seemed to want my whole life

planned around her.” Much of his hostility

may be related, on an unconscious level, to

his mother and perhaps, to a lesser degree,

to his father. The patient said, “Father was
a weak man, mother dominated him but he

would try to tell me about right and wrong
and not preach.” Drinking has been a pat-

tern in the family and he has followed this

pattern. Using the oral phase of personal-

ity development, some consider alcohol as a

way of relieving anxiety and tension.

DR. KARL S. MIHALOVITS: The entire

family seems to show significant personality

disturbance. The patient has sociopathic,

dependent and aggressive traits. He stated

during the interview that, “at thirteen

years I started drinking with friends.” “My
father was concerned but I don’t think my
mother cared.” “My wife feels I am a fail-

ure and inferior. She gets angry but can’t

do anything about it.” He seems to realize

that he is insecure and inadequate, as he

stated, “Mother drank, I am so inadequate,

most of my life has been a failure, it is ex-

pected for me to be a failure.” There seems

a probable relationship between his per-

sonal feelings and his repressed anger to-

ward his mother. Outpatient therapy is ad-

vised. If he could enter college it might im-

prove his self-concept. He does not need

medication or long term hospitalization.

DR. CONRAD L. GRABEEL: Early in life

his mother apparently received a lot of vi-
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carious pleasure in his sociopathic behavior,

and his acting out. As he said, “This is all

there is left for me to do, this is what is ex-

pected of me.” As to the paranoid features

there is evidence for hostility. He does not

have any particular delusional system. The
patient has introjection reflected by his

statement, “I’m all bad.” Some early his-

tory of obsessive compulsive traits and ob-

sessive fears of killing someone with doubts

and fears concerning himself and his actions

have been mentioned. He said, “If I drink,

I think of killing someone, I would beat him
to death.” The impression is that he has

the thought to kill most of the time, made
more manifest by drinking. He has a great

deal of anxiety and some neurotic traits;

however, his drinking and his sociopathic

behavior is a way of escaping his fears and
doubts. This patient has a personality dis-

order with passive aggressive tendencies.

DR. MOORE: Do you consider the patient

dangerous. Dr. Glasgow?

DR. GLASGOW: On one occasion in the

hospital he showed overt hostility to a fe-

male who, according to the patient, had
been “following and bothering me.” Other-

wise his behavior has been good. The fear

to harm others is sporadic. The patient says

that this fear has been relieved since he has

been in the hospital because of some inter-

est being shown to him, however, I believe

an element of danger exists.

DR. MARY R. SLECHTA: The patient

has little control of his aggressive feelings.

This may be related to the lack of discipline

at home. Both parents failed to discipline

and train him. He stated, “My father was a

weak man,” second, “Mother dominated

me.” “Father tried to explain right and

wrong to me, but Mother always talked of

my failures.” This is a developmental proc-

ess with a resultant maladjustment and so-

ciopathic behavior.

MRS. JEAN C. CHAMBERS: This pa-

tient has some strong sociopathic features

and a lot of hostility. He needs to learn

that one can express hostility without kill-

ing. The patient felt protected in the group

situation knowing no one was going to let

him hurt or kill someone. It gave him op-

portunities to express negative feelings.

This accounts for some of his improvement

in spite of the severe basic pathology. The
patient was able to stop drinking and get

married. The wife may have helped his de-

pendency needs.

DR. GLASGOW: The wife is a talented

person. She has a high school education, is

poised, and attractive and made a good im-

pression when interviewed. The patient

expressed close feelings and relationship for

his wife when he stated, “I love my wife

and son.” He seems to be gaining apprecia-

tion of his wife.

DR. JOE L. GUYTON: Diagnostically the

patient seems to have a sociopathic person-

ality, antisocial type. There is evidence of

low frustration tolerance. This may be

why he feels that he wants to kill someone.

People try to be sincere and may think that

they are sincere, but with stress this may
fail. The patient said, “I took care of the

bills, except for the last few years. I drank

and lost a job after one month.” He feels

inadequate and a failure and is apparently

trying to outdo his father, whom he felt was
very weak, with his own failures.

DR. WOOD C. HIATT: This patient has

charm, attractiveness, and a clear senso-

rium but his life’s pattern has been one of

destructiveness and inability to learn from

experience. Remorse is usually an emotion

that stimulates one to change behavior.

The patient expressed remorse but has

never learned from experience. I think he

put on a “show.” In response to questions

about why he considered himself dangerous

especially when drinking, he said, “some-

times I want someone to be killed. I want
something to happen, and I get drunk so it

will happen.” Drinking is one way of re-

leasing primitive rages. The patient has

passive aggressive and paranoid traits and

continues to show dependency needs.

When he talks about drinking, “to get

drunk and let it happen,” he is talking

about himself as if he were a third person.

This is suggestive of schizophrenic thinking.

However the history shows that throughout

life his level of functioning has been socio-

pathic. His prognosis seems poor.

DR. CHARLES H. HUBBERT: The diag-

nosis of sociopathy seems correct. His ego

is too strong for the diagnosis of a schizo-

phrenic reaction. His wife, with whom he
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has a close relationship, is not the same
type person. He is manipulative and con-

trolling.

DR. MOORE: Dr. West, will you com-

ment on why the patient may not have ego

disorganization and still be weak.

DR. HAROLD M, WEST: The views ex-

pressed reflect the sociopathic personality.

There is ambivalence and hostility toward

women and a desire to flght with weak men.

This might represent his relationship to his

father associated with death wishes and

anxiety. This may be a fantasy which oc-

curs when he is drinking. In the hospital

he has not been manipulative but outside

the hospital his weakness has been, as he

stated, “to get my way as long as I can,

without being caught.” He seems to have a

good relationship with his wife and some
genuine feelings toward his child. The di-

agnosis is a personality trait disturbance.

DR. MOORE: There seems to be a pri-

mary need for the patient to feel acceptance

from his peer group. There is little ego dis-

organization but there is evidence of his

perception of a weakness in his interper-

sonal relations. If he could succeed in col-

lege, improve his defenses and patterns of

behavior, he might be able to function. The
diagnosis is a sociopathic personality. He
has dependency needs, paranoid and schiz-

oid traits. His hostility is defended by dis-

placement and projection. He should be

seen as an outpatient and an effort made to

let him succeed in “something.” Perhaps

with one success he might feel accepted by

some peer group and not need to escape

with other defenses or to express his hostil-

ity in socially unacceptable ways. The

prognosis is fair if this can be successfully

accomplished.

Outpatient Therapy

DR. GLASGOW: The patient enrolled in

college with flnancial aid from the Division

of Vocational Rehabilitation and began at-

tending class while still hospitalized as a

“night care patient.” He was anxious to

continue outpatient therapy and was punc-

tual and cooperative for several weeks. His

complaint that therapy was too slow and su-

perflcial was discussed and he showed im-

provement. He made a C+ average in sum-
mer school with only one episode of drink-

ing which lasted about three days.

The patient was optimistic and encour-

aged. His mother called from California

and told him her problems, “I want to live

with you and be a real mother to you,” He
told her that she could come, “if you behave

yourself.” Again he had feelings of want-

ing to kill someone and felt hopeless and
discouraged. Hospitalization was discussed

but he refused. Daily psychotherapy was
accepted and he was able to control himself.

Weekly sessions were scheduled but he

again started drinking. After registering for

Fall classes and attending a few days, he

continued drinking and missed his appoint-

ments. Losing control he agreed to hospi-

talization and was able to withdraw from

school with the opportunity to re-enter dur-

ing the Spring semester. No violent behav-

ior had been reported and he had no diffi-

culty with the police.

Summary

DR. MOORE: The problems of this pa-

tient are difficult and are similar to the

problems of many patients. The discussion

as presented indicates the patient has a so-

ciopathic personality. There are aggressive

tendencies which seem to be aggravated

with the use of alcohol. Therapy has ap-

parently given him some intellectual and

emotional insight. His cry for help must be

considered as reflected in his statement,

“I’m afraid I will kill someone.” An in-

vestment of time is necessary, as with many
patients, however to save a human being is

worthwhile.
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TENNESSEE VALLEY MEDICAL ASSEMBLY
(Sponsored by the Chattanooga and Hamilton County Medical Society, Inc.)

MEMORIAL AUDITORIUM, CHATTANOOGA TENNESSEE
Friday, September 13, and Saturday, September 14, 1968

16TH ANNUAL ASSEMBLY
Friday, September 13, 1968

7:30 REGISTRATION BEGINS

9:00 Dwight L. Wilbur, M.D., Pres. American Med.
Assn., San Francisco, Calif., “Medicine and the
Government”

9:30 Oliver H. Beahrs, M.D., Prof, of Surg., Mayo
Graduate School of Medicine, and Head, Div. of

Surg., Mayo Clinic, Rochester, Minn., “Surgical

Management of Parotid Tumors”

10:00-10:30 INTERMISSION-REVIEW EXHIBITS

10:30 Robert S. Stempfel, Jr., M.D., Prof. Pediatrics

and Assoc. Prof. Physiology, Duke Hosp., Dur-
ham, N. C., “Genital Ambiguity: Sex Assignment
and the Physician”

11:00 George V. Taplin, M.D., Lab. Nuclear Med. and
Radiation Biology, UCLA, Los Angeles, Calif.,

“The Role of Nuclear Medicirie in Unilateral

Renal Disease”

11:30 John D. Young, Jr., M.D., Prof. Urology, Univ.
of Maryland, Baltimore, Md., “Contributing
Causes and Treatment of Urinary Tract In-

fections”

NOON Luncheon Symposiums—.14.00

(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

Symposium No. 1 “MANAGEMENT OF CORONARY
HEART DISEASE”
Guest Panelists: Bernard Lown, M.D.

Dwight L. Wilbur, M.D.
Robert H. Furman, M.D.

Moderator: Phillip H. Living.ston, M.D.

Symposium No. 2 “NEW METHODS AND TREAT-
MENT OF CANCER”
Guest Panelists: Oliver H. Beahrs, M.D.

J.
Englebert Dunphy, M.D.

Albert I. Mendelofe, M.D.
Robert D. Sullivan, M.D.

Moderator: Joseph J.
Dodds, M.D.

2:00 Bernard Lown, M.D., Assoc. Prof, of Cardiology,

Harvard School of Public Health, Dept, of Nu-
trition, Boston, Mass., “The Use of Digitalis Gly-

cosides”

2:30 I. V. PoNSETi, M.D., Prof., Dept. Orthopedic
Surg., Univ. of Iowa, Iowa City, Iowa, “Skeletal

Growth Anomalies in Children”

3:00-3:30 INTERMISSION-REVIEW EXHIBITS

3:30 P. E. Bernatz, M.D., Assoc. Prof, of Surg., Mayo
Graduate School of Medicine and Cons. Sect, of

Surg., Mayo Clinic, Rochester, Minn., “Aortoiliac

Repair”

4:00 Panel Discussion: “DIAGNOSIS AND MANAGE-
MENT OF THROMBOEMBOLISM”
Panelists: George V. Taplin, M.D.

P. E. Bernatz, M.D.
Bernard Lown, M.D.
Robert H. Furman, M.D.

Moderator: Paul M. Aggeler, M.D.

Saturday, September 14, 1968

7:30 REGISTRATION
9:00 J. Englebert Dunphy, M.D., Prof, and Chmn.,

Dept. Surg., Univ. of Calif., San Francisco, Calif.,

“The Management of Upper and Lower Gastro-

intestinal Hem orrhage”

9:30 Albert I. Mendelofe, M.D., Dir., Div. of Gastro-

enterology, Dept, of Medicine, Johns Hopkins
Univ., Baltimore, Md., “Aspects of Inflammatory
Boivel Disease”

10:00-10:30 INTERMISSION-REVIEW EXHIBITS
10:30 M. B. Dockerty, M.D., Prof. Pathology, Univ.

of Minn. School of Medicine, Mayo Graduate
School, Rochester, Minn., “Colonic Polyps—Be-
nign and Malignant”

11:00 Denis Cavanagh, M.D., Prof, and Chmn., Dept.
Gynecology-Obstetrics, St. Louis Univ. St. Louis,

Mo., “Septic Shock in the Pregnant Woman.”

11:30 Robert H. Furman, M.D., Assoc. Dir. of Re-
search, Head of Cardiovascular Sect., Okla. Medi-
cal Research Fdn., Okla. City, Okla., “A Practical

Approach to the Prophylaxis of Coronary Artery

Disease”

NOON Luncheon Symposiums—14.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to a.ssembly)

Symposium No. 3 “RHEUMATIC DISEASES TODAY”
Guest Panelists: John T. Sharp, M.D.

I. V. PONSETI, M.D.
Moderator: Fay B. Murphey, Jr., M.D.

Symposium No. 4 “DIAGNOSIS AND TREATMENT
OF GI HEMORRHAGE”
Guest Panelists: R. B. Turnbull, M.D.

J.
Englebert Dunphy, M.D.

Albert I. Mendelofe, M.D.
Moderator: Tim

J.
Manson, M.D.

2:00 Byrd S. Leavell, M.D., Prof, and Head, Dept,

of Medicine, Univ. of Virginia, Charlottesville,

Va., “Diagnosis of Patients with Anemia”

2:30 Charles H. Best, M.D., Prof. Emeritus, Head,
Dept. Physiology and Dir., Banting and Best

Dept, of Medical Research, Univ. of Toronto,
Toronto, Canada, “Forty -Seven Years of Insulin”

3:00-3:30 INTERMISSIOxN-REVIEW EXHIBITS
3:30 R. B. Turnbull, M.D., Head, Dept, of Colon and

Rectal Surg., Cleveland Clinic, Cleveland, O.,

“Cancer of the Colon: The Influence of the No-
Touch Isolation Technique on Survival Rates”

4:00 Panel Discussion: “PROBLEMS IN THE
MANAGEMENT OF DIABETES”
Panelists: Charles H. Best, M.D.

M. B. Dockerty, M.D.
Albert I. Mendelofe, M.D.

Moderator: James M. Moss, M.D.

4:00 Alternate Panel
“STAGING AND TREATMENT OF PATIENTS
WITH MALIGNANT LYMPHOMA”
Byrd S. Leavell, M.D., Charlottesville, Va.

“CHEMOTHERAPY OF CANCER”
Robert D. Sullivan, M.D., Boston, Mass.



RESUME OF AMA HOUSE OF DELEGATES ACTIONS

AMA ANNUAL CONVENTION ... The House of Delegates of the American
Medical Association took a number of important actions during the AMA
annual convention in San Francisco. This summary covers briefly the
most important actions taken . . . ’’Looking ahead” at both the problems
and opportunities facing the medical profession was the aim of the As-
sociation’s 117th annual convention.

^

143 ITEMS OF BUSINESS ... The AMA House faced 143 items of business,
including 84 resolutions ; 39 reports from the Board of Trustees ; 7 from
the Council on Constitutions and By-Laws

; 4 from the Council on Medical
Education; 5 from the Council on Medical Service; 2 from the Judicial
Council

; and 2 special reports.
^

ELECTIONS . . . Gerald D. Dorman, New York, was named President-Elect by
acclamation and will take office at the 1969 annual convention . . . Dr.
Alvin J. Ingram, Memphis, a member of the AMA Board was elected Secre-
tary-Treasurer of the American Medical Association and Secretary of the
Board.

:jc ^ 4c :{c

ACTIVE PR PROGRAM . . . Endorsement was given for an active public
relations program and campaign to take a ’’positive posture” . . . The
program will be geared to gain an understanding of medicine's problems
through the nation's press during all sessions of the AMA. Endorsing
the move to put medicine in the forefront through an active campaign to
take a positive posture, the AMA House urged all state and county medi-
cal societies to work with the press for a better understanding of medi-
cine . . . The House adopted a report by the Board of Trustees, declar-
ing the need for ’’prompt issuance of authoritative statements” . . . The
House approved a resolution underlining the need for a strong ’’counter-
attack” to criticism of the medical profession and reports of ’’soaring”
medical costs.

4c 4c 4c 4:

HEALTH CARE COST AND FINANCING ... In the area of reducing cost to
patients, the House adopted a resolution that ’’the AMA endorse the prin-
ciple of voluntary health insurance coverage for out-patient. X-ray and
laboratory services acceptable to the hospital and its medical staff
wherever performed prior to a scheduled hospital admission” ; and adopted
another resolution that ’’all insurance companies and fiscal intermedi-
aries” adopt and authorize the use of standard forms in conjunction with
a single hospital admission to save physicians time and expense . . .

Adopted a report on comprehensive health planning which recommends that
”the AMA and the constituent and component societies give unstinted,
diligent attention to the process of comprehensive health planning
which, at present, places priority on local initiative and decision mak-
ing, that the AMA at all levels endeavor to assure through all appro-



priate means, a system of checks and balances so that state and area
planning agencies are not given authority to subordinate local planning
efforts and dictate local decisions on health planning."

DIRECT BILLING LAW URGED ... The House voted to urge legislation per-
mitting direct billing of all Title XIX recipients . . . And recommended
giving approval of amendments to grant an option to a state to permit
direct billing of Medicaid recipients who are not receiving cash bene-
fits under any of the public assistance programs . . . Adopted a resolu-
tion urging the AMA Board to seek establishment of a separate U.S. De-
partment of Health, to be headed by a physician . . . Adopted a resolu-
tion asking the AMA to request the Secretary of Health, Education and
Welfare to continue to solicit the advice of practicing physicians in
formulating future plans for health care.

He ^ ^

OTHER ACTIONS . . . The House endorsed a report from the Board of

Trustees in which the importance of health statistics programs were em-
phasized . . . Approved a resolution and companion report concerning
progress being made in the production of a second edition of current
procedural terminology . . . Sent to the Board a resolution concerned
with the revised standard of certificate of live birth of the U. S.

Public Health Service that has been adopted by a number of state health
departments . . . Rejected a resolution to discontinue the listing of

cause of death in obituaries in the Journal of the American Medical
Association . . . Referred to the Board of Trustees a resolution asking
the AMA to endorse and encourage the development of a public affairs
program at the national level . . . Accepted the financial reports from
the Board of Trustees, while noting the increasing financial demands on
the AMA to fill its mission, and noted the anticipated need to increase
the AMA budget . . . Declared that the county medical society is "the
foundation of organized medicine" and "the key factor in the effective-
ness of the medical profession" . . . Approved a resolution reaffirming
AMA policy opposing exploitation of patients and unrealistic fees . . .

Referred to the Board of Trustees and its Council on Health Manpower, a
resolution establishing guidelines for relationships with new and emerg-
ing health professions and paramedical disciplines ... A total of

41,437 attended the AMA annual meeting, including 13,834 physicians
. . . A study of the distribution of the Nation’s physicians reveals
that a total of 16,136 is now in military service, an increase of 1,124
since 1966 and a boost of 33,092 since 1965. The majority (93.2%) of

the Nation's 294,072 active physicians are in patient care, with the
rest divided among administration, medical and research.

«1#
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ACTION TAKEN ON TWO TMA RESOLUTIONS ... The Tennessee delegates
presented Resolution 18 on "Health Insurance for the Medically Needy"
. . . The concept of this resolution is currently under study by the
Board of Trustees Committee on Health Care Financing . . . The House
acted to refer the resolution to the Board for consideration by the
Committee on Health Care Financing . . . Resolution 19, on "Payment of

Medicare Benefits" proposed a new payment method in Medicare, Part B.

The 1967 Social Security Amendments included Medicare payments to pa-
tients on the basis of an itemized bill. The House questioned the de-
sirability of proposing a further change in payment methods that have
been in effect for only six months until more experience is available on
the effects of the 1967 amendments.
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IMPACT SLATES SEPTEMBER POLITICAL EDUCATION WORKSHOP . . . Independ-

ent Medicine's Political Action Committee - Tennessee (IMPACT) will

sponsor a one-day political education workshop September 7, 1968 at the

Hermitage Hotel in Nashville. An excellent program has been arranged in

an effort to acquaint physicians and their wives of the important roles

individuals can play in politics. The theme of the meeting "Politics is

the Name of the Game" will be emphasized by several notable political
figures including the Honorable Buford Ellington, Governor of Tennessee,

and Congressman Dan Kuykendall of Memphis. The meeting will begin at

10:00 a.m. allowing physicians and their wives to drive into Nashville

on the morning of September 7th from anywhere within the state and will

adjourn prior to 4:00 p.m. in order to allow ample time for the return
trip home before darkness. All physicians, their wives and guests are

invited to attend the workshop. Membership in IMPACT is not a prere-
quisite.

^
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OCTOBER MEETINGS OF INTEREST TO TMA MEMBERS ... Two important meet-

ings with TMA sponsorship will occur in October. The TMA Hospital Com-

mittee will cooperate with the Tennessee Hospital Association in co-

sponsoring a conference for Chiefs of Hospital Medical Staffs, Adminis-

trators and members of Hospital Boards of Trust. The one and one-half

day affair will take place October 11-12 in Nashville at the Albert Pick

Motel. A variety of interesting and timely topics will be discussed

during the conference including "Physician and Hospital Responsibility
and Inter-Relationship", "Communications Between Medical Staff, Trus-

tees, and Administrator", "Physicians Services - Methods of Delivery",

"Legal Responsibilities of Physician, Trustee and Administrator", "Ex-

tended Care Facilities" and "New Concepts in Emergency Room Operation".

All interested physicians should mark the dates on their calendars now.

Additional information regarding the meeting will be forthcoming. The

TMA Rural Health Committee will conduct its 6th annual Rural Health Con-

ference in Cookeville October 16, 1968. Co-sponsored with the Tennessee

Farm Bureau Federation and the University of Tennessee Agricultural Ex-

tension Service, the meeting will take place on the campus of Tennessee

Polytechnic University. Middle Tennessee physicians will want to attend

the one-day affair.

MARK CALENDARS NOW FOR STATE AND COUNTY OFFICERS LEADERSHIP CONFER-
ENCE . . . November 17, 1968 has been selected for the important bi-



ennial TMA leadership conference. An outstanding one-day program has

been arranged for this conference and will feature several prominent

national figures, including Senator Howard Baker, Jr. This meeting is a

must for all state and county officers and other key physicians. Set

the date aside now.
ip ip ij<

HEW NAMES NEW REGIONAL MEDICAL PROGRAM DIRECTOR ... The Director

of the Mid-South Regional Medical Program in Nashville, Dr. Stanley

Olson, has been named head of HEW's Division of Regional Medical Programs

in Washington by Wilbur J. Cohen, Secretary of HEW. Dr. Olson became di-

rector of the Mid-South Regional Medical Program January 1, 1967, after

serving as Dean of the Baylor University School of Medicine. He succeeds

Dr. Robert Q. Marston and will be responsible for the overall operation of

more than 50 regional medical programs. The Mid-South program, jointly

operated by Vanderbilt and Meharry, is expected to name a new director

to head the program in the near future.

^

ACCIDENTAL INJURY STUDY BEGINS . . . The Obion County Health Department

recently began a study to record all details pertinent to accidental

injuries seen in the Obion County Hospital's Emergency Room. The injury

reports will be processed by the State Department of Public Health and

after one year the data will be tabulated and analyzed. It is hoped that

the results of the study will aid officials in determining the how,

when and where of accidental injuries in the Union City area which will

in turn allow an educational campaign designed to create public aware-

ness and thereby reducing accidental injuries. Physicians at the Obion

County General Hospital have endorsed the idea and are cooperating in

conducting the study.
^ jjc ?p

MEDICAID FISCAL PROBLEMS MOUNT . . . Maryland and North Dakota are the

latest states to feel the pinch created by Title XIX costs. The Mary-

land program received only 54% of their budget request to carry on a

program while North Dakota cut per diem payments to hospitals by 8% and

to nursing homes by 10% in addition to slashing reimbursements to

physicians and other professional providers of service by 15%. Spiral-

ing hospital costs and increased patient loads are being blamed.

^ >(C

COMMUNITY HEALTH WEEK NOT FAR OFF . . . County medical society presi-

dents should begin making committee appointments to implement the 6th

annual observance of Community Health Week October 20-26. A comprehen-

sive kit of program materials is now available from AMA and has been

forwarded to all societies requesting a supply. Three timely themes

will be emphasized this year — health education programs on drug abuse,

physical fitness, and the rewarding career opportunities in medicine and

allied fields. County medical societies are urged to participate ac-

tively in developing a meaningful, community-wide program and to invite

appropriate members of the health team to join with physicians in this

endeavor.



Medical Ethics

In order for our state association to stay alert and up to date
with the changing times in our state and nation, we must all re-
evaluate the goals and purposes. We should endeavor to keep
many of our old and worthwhile traditions which have served us
well for nearly a century and a half, and change those things
which need improvement. The aims of the association are cer-
tainly well and broadly stated in our Constitution as follows;

(1) The extension of medical knowledge, the advancement of
medical science, the maintenance of medical ethics, and the compe-
tence of the art of medical practice. (2) The elevation of the
standards of medical education. (3) The enforcement of just laws

that have to do with the health and welfare of the people of the state. (4) The promo-
tion of friendly intercourse among physicians and the guarding and fostering of their ma-
terial interests. (5) The enlightenment and direction of public opinion in regard to the
problems of health and medical care, and the promotion of understanding between the
public and medical profession. (6) To make the medical profession of the state more ca-

pable and honorable within itself and more useful to the public in the prevention and cure
of disease and in prolonging and adding comfort to life.

How well is TMA succeeding with the goals of our Constitution? I would say very
well in most aspects, however deficiencies do exist. Our inability to enforce medical
ethics is one example at both the local and state level. Inasmuch as membership in our
local and state societies is strictly voluntary, the possibility of membership loss to the
small number of unethical doctors is no threat at all. Many of these doctors are not
members of their medical society. By far our best means of discipline is through our
hospital staffs, yet this is ineffective when the doctors in question have, primarily, an
office practice in small communities or in urban suburbs. Yet these few doctors are
causing considerable harm to the stature of the medical profession as a whole.

Perhaps we should ask our Council to become more active in this matter. Perhaps a
committee of the Council could study and report on the methods of the Tennessee Bar
Association which is much more active and effective in the discipline of its unethical
members. At the present time it is extremely difficult to suspend or revoke a physician’s
license. The reasons have to be fraud, unprofessional or dishonorable conduct. If you
will read on page 215 in the “Directory of Doctors of Medicine Registered in Tennessee”,
(published and mailed by the State Licensing Board For The Healing Arts annually to

each doctor in the state), you will see that the thirteen definitions of unprofessional and
dishonorable conduct are difficult to prove in most cases. It is only when a doctor has
been convicted in our courts on a narcotic, criminal abortion or a moral turpitude offense,

that his license is revoked. It says practically nothing in regard to the mentally ill or

alcoholic physicians or physicians who over-treat gullible patients for mercenary reasons.

Some states such as California have modern up to date laws in this regard which define

unprofessional in great detail and include “gross negligence, gross incompetence and
gross immorality.” Mental illness adjudged by voluntary commitment or by legal action

to a state mental hospital, automatically suspends a physician’s license. The restora-

tion of the license occurs when he is again declared sane (State of California, Depart-
ment of Professional and Vocational Standards—Board of Medical Examiners).

Now that our House of Delegates has gone on record, on more than one occasion,

for usual and customary fees in dealing with third party fiscal agents, whether federal,

state or private insurance companies, we should realize the importance of setting up some
broad guidelines. As any doctor knows in any specific case, there are exceptions to the

rule. However, broad guidelines, properly interpreted, should be made. This will

permit consistent and persistent offenders to be properly handled by the fiscal agency.

This is certainly an excellent method of handling unethical doctors without causing a

specific medical society and its officers to shoulder all of the responsibility. If the major-
ity of TMA members are not willing to abide by guidelines set up by their own House of

Delegates, then I feel that we deserve to lose our independence and will shortly be under
complete federal control.

Sincerely,

President

Dr. Newell
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EDITORIAL
THOUGHTS OF AMA PRESIDENTS

The farewell address of Dr. Milford O.

Rouse/ the retiring President, reviewed

the year past. He pointed up the support

given by the AMA to 60% of 80 legislative

proposals having to do with health in the

Congress, and its influence leading to

amendments in the Medicare and Medicaid

programs. He showed that the AMA has

proved at all times its willingness to advise

with, and to suggest to governmental agen-

cies in the development of means of provid-

ing adequate medical care. Dr. Rouse be-

lieves progress was made in clarifying that

rising costs of medical care are tied to more

major factors than physicians’ fees, and that

certainly the profession is not responsible

for a shortage in professional manpower

—

both items not uncommonly blamed upon

medical men and their organizations by

newspapers and politicians.

In commenting upon the responsibilities

of citizens in all walks of life to move with

restraint to safeguard our future he quotes

from Alexander Tytler, Scottish jurist and
professor. University of Edinburgh, who
wrote when we were still a British Colony:

“The average age of the world’s greatest civili-

zations has been 200 years. These nations have
progressed through this sequence:

“From bondage to spiritual faith—from spiri-

tual faith to great courage—from courage to lib-

erty—from liberty to abundance—from abun-
dance to selfishness—from selfishness to compla-
cency—from complacency to apathy—from apa-
thy to dependency—from dependency to bond-
age.”

(and) “A democracy cannot exist as a perma-
nent form of government. It can only exist until

the voters discover that they can vote themselves
largesse from the public treasury. From that

moment on, the majority always votes for the

candidates promising the most benefits—with the

result that democracy always collapses over
loose fiscal policy, always followed by a dictator-

ship.”

And Anally, Dr. Rouse in looking to the

future and unknown it holds, and pleading

for the avoidance of a repetition of mistakes

in history’s past, reminds us of Patrick Hen-
ry’s comment, “I know of no way to judge

the future but by the past.”

The address given before the House of

Delegates by the new President, Dr. Dwight
L. Wilbur is reproduced in this issue of our

Journal. Though most of our members re-

ceive the JAMA and thus may have read

this address, busy doctors often lay aside a

thick journal for later reading (not to be

read!). It seemed that a “double expo-

sure” might create more readers of his re-

marks. In addition, its publication and this

editorial comment permit calling attention

to Dr. Wilbur’s Inaugural Address which

preceded the other (also published in the

JAMA)
,
entitled “Emphasize Steering In-

stead of the Brake.

Both addresses look to the future and to

the partnership of the medical profession

and government in providing medical care

for our citizens. The President^ has rec-

ognized that a busy profession was caught

napping and giving no thought to develop-

ments in the relationship of medical care to

social changes, with the result that primary

planning has been by others, to be followed

^Rouse, Milford O.: Remarks of the President,

JAMA 205: 85, 1968.

Wilbur, Dwight L.: Emphasize Steering In-

stead of the Brake, JAMA 205:89, 1968.
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by legislation, and that the medical profes-

sion too late “attempted to modify, amend,

alter, or substitute.” He points to three fac-

tors which should be guides to changes in

medicine on an almost day to day basis:—
(1) extension of knowledge of disease, (2)

“changes in the organization and delivery of

medical and health care,” and (3) “a na-

tional commitment to health and health

care—a phenomenon of the 1960’s.” A dis-

cussion of these factors is followed by the

queries: “Who will do the planning on

health in the future? Who will guide the

changes that are inevitable? Who will

make the decisions?” The answers he con-

siders include a wide spectrum of social

agencies, pressure groups and bureaucrats.

These are balanced against the knowledge

inherent in the medical profession.

The President’s conclusions concerning

the current needs of a partnership with

government are well expressed in the title

of his Inaugural Address—“Emphasize

Steering Instead of the Brake.”

With Dr. Rouse we too, on these pages,

have looked at history of the past and have

wondered what the future might hold for a

democracy, and in this light have consid-

ered the speculative predictions of Alexis

de Tocqueville, who, after a couple of years

in the country (1831-32), wrote that most
penetrating analysis of “Democracy in

America” with its uncanny predictions be-

ing realized a century later. (Described by
one writer as “—perhaps the greatest work
ever written on one country by the citizen

of another.”)

Dr. Wilbur has brought to a focus in his

two addresses the thoughts of many of us.

With historical perspective, many, both

within and without “organized medicine,”

have recognized that social maturity is in-

creasingly manifested by a yearning for

whatever security may be attained by gov-

ernmental control. (We have commented
upon these pages upon social senility too!)

And that added to the entitlements of a citi-

zenry in matters of food, shelter, jobs, and

education, is assurance of medical care. So

too, many have lamented particularly that

social legislation has been passed without

the benefit of the expertise and knowledge

of the practicing physician who has learned

to know the quirks and idiosyncrasies of the

sick human being far beyond the discern-

ment of a medical bureaucrat—factors

which are basic to the effectiveness of medi-

cal social legislation. We as a profession

were too engrossed in extending medical

knowledge and adequate care to the indi-

vidual and “did not see the forest for the

trees”. As a result both the public and we
have suffered. (These thoughts have ap-

peared time and time again on these pages

and for years.)

Dr. Wilbur has acknowledged the uncer-

tainty of the degree of social change which

will develop within the coming quarter of a

century with certainty. He has also

pointed to an activist role for the medical

profession in its relationship to medical leg-

islation. He might accept the comment that

the medical profession’s contributions to-

ward social progress should not be “too lit-

tle,” nor “too late.”

R. H. K.

IN MEMORIAM

Brandon, Robert W., Martin. Died April 16,

1968, Age 86. Graduate of Vanderbilt University

School of Medicine, 1908. Member of Weakley
County Medical Society.

Priest, Edward McCall, Memphis. Died June

10, 1968, Age 46. Graduate of University of Ten-
nessee College of Medicine, 1946. Member of

Memphis-Shelby County Medical Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

New Members
The Journal takes the opportunity to welcome

these new Tennessee Medical Association mem-
bers.

BLOUNT COUNTY MEDICAL SOCIETY
Clay Crowder, M.D., Maryville

BRADLEY COUNTY MEDICAL SOCIETY
Joseph E. Monger, M.D., Cleveland
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NASHVILLE ACADEMY OF MEDICINE
Walter W. Frey, M.D., Nashville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY

Marvin Irving Gottlieb, M.D., Memphis

WEAKLEY COUNTY MEDICAL SOCIETY

J. W. Shore, M.D., Martin

Memphis-Shelby County

Medical Society

The Memphis-Shelby County Society met
July 2nd in the auditorium of the Institute

of Pathology. The theme for the program

was “You Have The Floor, Doctor,” and was

an effort by the program committee to stim-

ulate attendance and to arrange an opportu-

nity for a free exchange of thoughts on mat-

ters facing the medical profession. The

meeting concluded with a business session

of the Society’s House of Delegates.

Chattanooga-Hamilton County

Medical Society

On June 13, attending members of the

Chattanooga-Hamilton County Medical So-

ciety heard Mr. Jim Caldwell, Hamilton

County’s Sixth District Representative

speak on the subject, “Federal Medical Pro-

grams Regulating Your Practice.”

Following a dinner meeting of the Society,

Mr. Caldwell gave a brief report of some of

the bills which were acted upon in the 1968

Tennessee Legislature pursuant to the prac-

tice of medicine in Tennessee. Although

there were seven bills acted upon including

the PKU Bill, the Abortion Bill, and the

Hospital Licensing Regulation Bill, Mr.

Caldwell focused on Medicaid or Title XIX
for Tennessee. He urged the physicians of

Hamilton County to become involved in

school boards, county government, and the

campaigns of those seeking office and con-

cluded his presentation by stating that

“medical doctors are the last upholders of

the free enterprise system. Continue to be

guided by a sense of responsibility and con-

science. By working together, we can build

a finer Community and State Government.”

Knoxville Academy of Medicine

The July 9th meeting of the Academy
was held in the auditorium of the Nurses’

Residence Hall of Fort Sanders Presbyte-

rian Hospital. The program, presented by
Dr. Henry Christian, was entitled “Newer
Concepts in the Newborn Period.”

A brief clinic was given by Drs. Searle

McMurry and Bruce Bellomy.

Roane-Anderson County
Medical Society

On June 25, attending members of the

Roane-Anderson County Medical Society

heard Mike Bender, Ph.D. who is associated

with the Oak Ridge National Laboratories

speak on the subject of “Clinical Cytogenet-

ics.” He stressed the importance of this

work to the field of medicine, especially to

the OB-GYN and pediatric specialists.

During the business session, an award
was presented to Dr. Paul Spray for merito-

rious service in treating civilians in Viet

Nam under the Physicians for Viet Nam
Project of the AMA. In addition, the Soci-

ety went on record as endorsing the work of

the Anderson County Community Health

Council. As a part of this endorsement, Dr.

Paul Spray was elected as the medical soci-

ety representative to the Council’s Board of

Directors.

NATIONAL NEWS

The Month in Washington
(From Washington Office, AMA)

President Johnson designated the Secre-

tary of Health, Education and Welfare, Wil-

bur J. Cohen, as the chief federal official for

health policies and programs. An HEW re-

organization plan, recommended by Cohen
and approved by Mr. Johnson, makes the

secretary; (1) The President’s chief adviser

on federal health policy programs. (2) Re-

sponsible for coordinating all federal health

programs. (3) Head of a new Federal In-

terdepartmental Health Policy Council.

The reorganization also included creation

of a Consumer Protection and Environmen-
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tal Health Service as a unit of the Public

Health Service and transfer of the Division

of Regional Medical Programs from the Na-

tional Institutes of Health to the Health

Services and Mental Health Administration.

Mr. Johnson also agreed to renew a re-

quest to Congress to raise the status of

HEW’s principal health official, now Dr.

Philip R. Lee, from assistant secretary to

Under Secretary for Health and Science.

The new consumer and environmental

health unit consists of: The Food and Drug
Administration; The National Center for

Air Pollution Control; The National Center

for Radiological Health; The National Cen-

ter for Urban and Industrial Health; and

certain staff units of the office of the Direc-

tor, Bureau of Disease Prevention and Envi-

ronmental Control.

Charles C. Johnson, Jr., a negro and As-

sistant Commissioner for Health for Envi-

ronmental Health in New York City, was
named to head the new unit. An engineer,

he had been on leave from the Public

Health Service and his new post makes him
the highest ranking negro member in the

history of PHS.

Dr. Herbert L. Ley, Jr., who had been

director of the FDA’s Bureau of Medicine

since the fall of 1966, was appointed to suc-

ceed Dr. James L. Goddard who recently re-

signed as Commissioner of Food and Drugs.

Dr. Ley, 44, had been recommended by

Goddard and also had the support of a num-
ber of Senate and House members on com-

mittees concerned with FDA. A 1946 grad-

uate of the Harvard Medical School, Dr.

Ley had been on the faculty at his alma

mater and the George Washington Univer-

sity School of Medicine earlier in his career.

He also had served as chief of medical

branches of the Army research office and

the office of the Army Surgeon General.

The interdepartmental health policy

council will oversee all federal activities in

the health field, such as the drafting of phy-

sicians for service with the armed forces.

Veterans Administration hospitals and

Office of Economic Opportunity health proj-

ects.

Cohen said that there had been no way in

the past for the HEW secretary to give

guidance in such matters. He said there

must be a reexamination of the drafting of

physicians to provide care in the United

States for civilian dependents of military

personnel. “This allocation of a portion of

the critically scarce physician pool materi-

ally affects programs intended to make
health care as widely available as possible,

a national health goal that goes far beyond
the mission of the Department of Defense,”

Cohen said.

As medicare went into its third year,

Cohen announced the appointment of a 12-

member advisory council to study the possi-

ble extension of the program to disabled

persons under age 65. Congress last year

turned down the Administration’s request

for such an extension but authorized crea-

tion of the council to study the matter. In

discussing medicare, Cohen said rising

health care costs had made financing of the

program a serious problem. He said new
financing, presumably a tax increase, may
be required if costs continue to rise.

“Physicians must act with restraint on fees

or people will ask government to put on
controls,” he said. “I would not like to see

that.”

Dr. Henry H. Kessler, director of the Kes-

sler Institute for Rehabilitation in Newark,
N. J., was named chairman of the advisory

council. Other members are:

Dr. Morris Brand, medical director of the

Sidney Hillman Health Center; James Brin-

dle, president of the Health Insurance Plan

of Greater New York; James M. Gillen,

director of personnel research of General

Motors; Juanita Kreps, associate professor

of economics at Duke University; Dr. Leon-

ard W. Larson, past president of the Ameri-

can Medical Association; Daniel W. Patten-

gill, vice president of Aetna Life and Cas-

ualty Co.; Bert Seidman, director of the

AFL-CIO social security department; E. A.

Vaughn, vice president of the Aluminum
Co. of America; Anthony G. Weinlein, exec-

utive assistant to the president of the AFL-
CIO Building Service Employees; E. B.

Whitten, executive Director of the National

Rehabilitation Association; and Dr. Alonzo

S. Yerby, professor at Harvard’s School of

Public Health.

The American Medical Association told
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Congress it supported most provisions of

the Administration’s health manpower bill

as essential to increasing enrollment in the

nation’s medical schools. The AMA posi-

tion was outlined by Dr. Wm. A. Sodeman
of the AMA’s Council on Medical Education
in testimony before the House Public

Health and Welfare Subcommittee. He
noted that a recent joint statement of the

AMA and the Association of American
Medical Colleges that more funds from both

government and private sources would be
needed by medical schools if they were to

expand enrollment. Dr. Sodeman said “the

bill (H.R. 15757) before the subcommittee
provides a means of furnishing the Federal

component of the necessary financial re-

sources.”

In other testimony, the AMA supported

the overall objectives of the Administra-

tion’s occupational health bill. But the As-

sociation opposed a provision that would
authorize establishment and enforcement of

mandatory national standards for health

and safety.

Dr. R. Lomax Wells, chairman of the

AMA’s Council on Occupational Health,

told a Senate Labor Subcommittee, that the

objectives of the bill (S. 2864) could “best

be accomplished through the research, edu-

cation and training provisions and through

grants to states to enable them to undertake

and conduct more effective programs in

both occupational health and safety.”

Urging rejection of the mandatory stan-

dards provision. Dr. Wells said that this au-

thority has been “properly vested in the

states where the standards and the enforce-

ment can be adapted to their particular geo-

graphical and industrial conditions.”

MEDICAL NEWS
IN TENNESSEE

Upper Cumberland Medical Society
The Upper Cumberland Medical Society

held its 74th annual meeting at the Cloyd

Hotel in Red Boiling Springs on June 18-19.

This is the 35th year that the scientific and

business sessions of the Society have been

held in Red Boiling Springs.

The program included a Clinic on “EKG

Interpretation” and two symposiums.

Clinic participants were Drs. James N.

Thomasson and James Anderson of Nash-

ville, and Dr. Charles A. Trahern of Clarks-

ville. The first symposium entitled “Func-

tional G.I. Disease” was presented by Dr.

James T. DeBerry of Cookeville, Dr. Kent
Kyger, Nashville, and Dr. Jack M. Batson,

Nashville. The second entitled “Vascular

Disease as a Basis for Orthopaedic Com-
plaints” was presented by Drs. George K.

Carpenter and Malcolm Lewis of Nashville

and Dr. John Killeffer of Chattanooga.

Several papers of interest were presented.

These included: “Healing of Severed Arter-

ies” by Dr. Beverly Douglas of Nashville;

“Medico-Legal Aspects of Therapeutic

Abortions” by Dr. Russell T. Birmingham,

Nashville; “Histoplasmosis” by Dr. Walter

Diveley of Nashville; “Tracheostomies and

Ventilators” by Dr. J. Sumpter Anderson,

Nashville; “Some Indications and Results of

Cervico-Thoracic Sympathectomy” by Dr.

James A. Kirtley, Nashville; “Problems Re-

lated to Rehabilitation of Arthritics” by Dr.

Ben Alper of Nashville and Dorothy Fred-

erickson. Director of Physical Therapy,

Vanderbilt University Hospital; “Unusual

Respiratory Infections in Children” by Dr.

Eric Chazen, Nashville; “Vasolar D in Or-

thopaedic Surgery” by Dr. Geo. Carpenter,

Nashville; “Regional Medical Programs and

the Medical Profession” by Dr. Stanley

Olson, former director, Mid-South Regional

Medical Program; and “Isolated Flexor Pol-

licis Longus Palsy” by Dr. Don L. Eyler of

Nashville.

The outgoing president. Dr. James P. Les-

ter, presided at the business session during

which the following officers were elected

for the coming year; Dr. Don L. Eyler of

Nashville, President; Dr. James N. Thomas-

son, Nashville, First Vice-President; Dr.

Fred Goldner, Nashville, Second Vice-Presi-

dent; and Dr. Luther Freeman, Granville,

Secretary-Treasurer.

University of Tennessee

College of Medicine

The University of Tennessee Board of

Trustees has approved an additional

$11,230,000 in capital expansion and im-

provements for the Medical Units starting



822 MEDICAL NEWS IN TENNESSEE August, 1968

in 1969. It is part of a statewide University

expansion estimated to cost $104,000,000 and

scheduled for completion in 1973. Of the

total, $59,350,000 was earmarked for the

Knoxville campus; $16,850,000 for Chatta-

nooga; $12,243,000 for Martin, $3,075,000 for

Nashville; $1,375,000 for Oak Ridge and

$250,000 for the Space Institute at Tulla-

homa. The new, four-year program for the

Medical Units includes the following: A
new Basic Medical Sciences Complex
(Biochemistry, Physiology, Pharmacology)

,

new Library, Land Acquisition, Dentistry

Building renovation and new dental equip-

ment, Pathology Building addition, and

Maintenance Center.

The above, when added to projects cur-

rently underway or scheduled, adds up to a

capital expansion program of approxi-

mately $25 million at the Medical Units

during the next few years. This includes

the new Student-Alumni Center and the

Mental Retardation Center which are now
under construction; improvements to Gailor

Clinic now being made, and the Clinical

Sciences Building, programmed last year by
the Board and now in the architectural

planning stage.

The Board also named a Chancellor for

the Knoxville campus. Dr. Charles H.

Weaver, and established a central executive

staff at Knoxville under Dr. Andrew D.

Holt, the University president. The change,

which also calls for appointment of a Chan-
cellor at Chattanooga when the new UT
campus is established there, was described

officially as a conversion of UT to a univer-

sity system similar to that of the universi-

ties of North Carolina, Texas and Missouri.

Dr. Homer F. Marsh at the Medical Units

as well as Dr. Archie Dykes at Martin al-

ready had been given the title of Chancel-

lor. Chancellor Marsh will continue to re-

port directly to Dr. Holt and also will con-

tinue to be responsible for administration of

the Memorial Research Center and Hospital

at Knoxville, in addition to his responsibili-

ties at the Medical Units in Memphis.

Dr. Sheldon B. Korones has been ap-

pointed associate professor of pediatrics and
director of Newborn Nurseries for the City

of Memphis Hospitals. Dr. Korones’ main
objective in this capacity will be the estab-

lishment of a program to combat the high

rate of infant mortality in Memphis and
Shelby County, presently among the 16

worst in the country. He also hopes to es-

tablish specially designed clinic to follow

“high risk” babies through their first year

of life, including social service and medical

attention to the infant’s home situation and
utilizing the services of public health

nurses.

Dean Roland H. Alden has announced the

appointment of Dr. Cyrus Erickson as act-

ing chairman of the Department of Pathol-

ogy. The appointment of an acting chair-

man is a preliminary step toward finding a

permanent successor to Dr. Douglas H.

Sprunt, who has headed the department
since 1944 and will retire on August 31st.

At the recent meeting of the Southeastern

Surgical Congress held in Washington, D.

C., the Gold Medal for the top surgical re-

search paper was awarded to Dr. James
Estes, resident in general surgery, and Dr.

James Pate, professor of surgery. The pre-

sentation was entitled “Effect of Elevated

Venous Pressures on Kidney Function.”

Vanderbilt University

School of Medicine

Mrs. Valere Blair Potter, widow of Justin

Potter, has made a gift of $2,100,000 to Van-
derbilt University to allow the establish-

ment of two Distinguished Professorships

—one in the School of Nursing, the other in

the proposed Graduate School of Business.

The Justin and Valere Potter Foundation

has in the past made substantial contribu-

tions to Vanderbilt, including the Justin

Potter Merit Scholarship Program in the

School of Medicine. The scholarships have
already benefited scores of deserving stu-

dents.

Clinical Pathology Training Program

A residency training program in Clinical

Pathology has been established to be di-

rected by Dr. Richard D. Buchanan. The
following faculty members will participate



August, 1968 MEDICAL NEWS IN TENNESSEE 823

and assume responsibility for different

phases of the program; Dr. Frank Blood,

Dr. Randy Brill, Dr. Willard Faulkner, Dr.

John Flexner and Dr. Glenn Koenig.

The purpose of this program is to prepare

physicians to serve as directors and partici-

pants in the rapidly expanding and chang-

ing fields of laboratory medicine. It is an-

ticipated that liaison and communication

between laboratory and clinical staff will be

facilitated by this program. Establishment

of the Clinical Pathology residency pro-

gram represents the initial step in imple-

menting the Division of Clinical

Pathology.

New Appointments to the Full-Time Faculty

ANATOMY
Burton C. Staugaard, Ph.D., Assistant Profes-

sor

BIOCHEMISTRY.
Wayland J. Hayes, Jr., M.D., Ph.D., Professor

MEDICINE
Alan L. Graber, M.D., Assistant Professor

Noel C. Hunt, M.D., Assistant Professor

Anne Sweeney, M.S.W., Assistant Professor

[see Prev. Med.]

George M. Besser, M.D., Instructor

Bruce A. Brian, M.D., Instructor

O. Thomas Feagin, M.D., Instructor [see Phar-
macology]
Jean Roughgarden Frey, M.D., Instructor

Robert M. Johnson, M.D., Instructor

Neil I. Kaminsky, M.D., Instructor

Samuel R. Marney, Jr., M.D., Instructor

Frank M. Rembert, M.D., Instructor

Menachem S. Shapiro, M.D., Instructor

OBSTETRICS AND GYNECOLOGY
John S. Zelenik, M.D., Professor

Angus M. G. Crook, M.D., Assistant Professor

ORTHOPEDIC SURGERY
Elsbeth Kahn, Assistant Professor (Social Ser-

vice)

John F. Connolly, M.D., Assistant Professor

Robert V. Russell, M.D., Instructor

PATHOLOGY
Harold L. Moses, M.D., Assistant Professor

Chandra Mukerji, M.D., Instructor

Henry A. Wilkinson, M.D., Instructor

Andrew L. Williams, M.D., Instructor

PEDIATRICS
David T. Karzon, M.D., Professor and Chair-

man
Donald Stedman, Ph.D., Associate Professor

PHARMACOLOGY
Wolf-Dietrich Dettbarn, M.D., Professor

O. Thomas Feagin, M.D., Instructor [see Medi-
cine]

John Griffith, M.D., Instructor [see Psychia-

try]

Paul D. Joiner, Ph.D., Instructor

Howard Klausner, Ph.D., Instructor

Elaine Sanders-Bush, Ph.D., Instructor

PHYSIOLOGY
Roger Johnson, Ph.D., Instructor

PSYCHIATRY
Charles E. Wells, M.D., Associate Professor

[see Medicine]

C. William Deckner, Ph.D., Assistant Professor

Mrs. Erline Gore, M.S.N., Instructor

Vergil L. Metts, M.D., Instructor

Mrs. Nell Webb, M.S.N., Instructor

Richard Bruehl, Ph.D., Instructor

RADIOLOGY
Edward V. Staab, M.D., Assistant Professor

William Tillman, M.D., Instructor

SURGERY
H. David Hall, D.M.D., Professor and Head

(Oral Surgery)

Rodney McClain Phillips, D.D.S., Assistant

Professor (Oral Surgery)
Jerrie Cherry, M.D., Professor and Head (Oto-

laryngology)

Billy J. Matter, M.D., Assistant Professor

(Urology) [see Medicine]

Isabella Collins, M.D., Assistant Professor

William Marvin Cocke, Jr., M.D., Assistant

Professor (Plastic Surgery)

HEARING AND SPEECH SCIENCES
Jerrie Cherry, M.D., Associate Professor [see

Surgery]

Robert Coleman, Ph.D., Assistant Professor

New Appointments to the Part-Time Faculty

MEDICINE
Cullen R. Merritt, II, M.D., Clinical Instructor

Lawrence K. Wolfe, M.D., Clinical Instructor

ORTHOPEDIC SURGERY
Lawrence P. Laughlin, M.D., Clinical Instruc-

tor

PATHOLOGY
David L. Beaver, M.D., Associate Clinical Pro-

fessor

PEDIATRICS
Ronald L. Thiele, M.P.H., M.D., Assistant Clin-

ical Professor

Joseph Lentz, M.D., Clinical Instructor

PREVENTIVE MEDICINE
Leslie A. Falk, M.D., Associate Clinical Profes-

sor

PSYCHIATRY
Leonard Morgan, Ph.D., Assistant Clinical Pro-

fessor

Harold W. Jordan, M.D., Clinical Instructor

Kent Kyger, M.D., Clinical Instructor

SURGERY
James Fleming, M.D., Clinical Instructor

(Plastic Surgery)
Robert H. Edwards, M.D., Clinical Instructor

(Urology)
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PERSONAL NEWS

Dr. Elgin P. Kintner, Maryville, won an award
for his scientific exhibit, one of 250 exhibits, at

the annual meeting of the American Medical As-

sociation in San Francisco. Dr. Kintner received

the Billings silver medal for excellence in corre-

lating and presenting information of his exhibit on

a simplified method for reporting the body’s

acid-base balance.

Dr. John W. McMahan, ophthalmologist, has be-

come associated with Dr. Marshall Johnson at

2107 Hayes Street, Nashville. Dr. McMahan re-

ceived his M.D. degree from Vanderbilt University

School of Medicine, interned at St. Thomas Hospi-

tal and served a three-year residency in ophthal-

mology at Vanderbilt Hospital. He also retains a

part-time office in Gallatin.

Dr. C. Robert Clark, Chairman of the Chatta-

nooga Area Council on Emergency Medical Ser-

vices, explained the functions of the Council at a

recent meeting of the Fort Oglethorpe Kiwanis

Club.

Dr. William R. Cross has been honored for 43

years of service to the medical profession in

Knoxville by the Knoxville Academy of Medicine.

He was presented a bronze plaque by the Acad-

emy at its meeting on June 18th.

Dr. H. Trent Vandergriff, Maryville, has been

named chief of staff of Blount Memorial Hospital,

succeeding Dr. J. N. Proffitt. Dr. J. A. Yarbor-

ough is vice-chief of staff; Dr. J. H. Bowen, secre-

tary; Dr. Frank Lovingood, chief of medicine, and

Dr. J. N. Proffitt, chief of surgery. New executive

committee members include Drs. O. K. Agee, R. D.

Proffitt, R. H. Haralson, H. A. Callaway, and O. L.

Simpson, all of Maryville.

Two Memphis physicians, Drs. Thomas K. Cre-

son, Jr. and Norman H. Davis, have been elected

Fellows in the American College of Physicians.

Dr. Robert A. Carter, Nashville, has opened his

office for the practice of urology.

Dr. Virgil H. Crowder, Jr. has opened his office

for the practice of medicine and surgery in Law-
renceburg. Dr. Crowder graduated from Univer-

sity of Tennessee College of Medicine and served

his internship and residency at Charity Hospital of

Louisiana in New Orleans.

Dr. Joe S. Henderson, Alcoa, has been elected

president of the Tennessee Valley Medical Acad-

emy of General Practice.

Dr. Joe Campbell, Union City, was guest

speaker at a recent meeting of the Rotary Club.

Dr. Campbell discussed heart transplant surgery.

June 11 was proclaimed “Doctors Day” by the

Mayor of White Pine in honor of Dr. Dale Allen

and Dr. Richard Baker. Drs. Allen and Baker

were presented plaques for their outstanding ser-

vice to humanity and were honored for 18 years of

service to the Community.
Dr. Joseph F. Lentz, Nashville, has joined Dr.

Eric Chazen in the practice of pediatrics and ado-

lescent medicine.

Dr. Fred Reed, New Tazewell, has been named
Chief of Staff at Claiborne County Hospital. Dr.

Roy Ellis was named vice chief of staff and Dr.

Meredith Evans, secretary-treasurer.

Dr. Carl A. Hartung, Chattanooga, has been

elected as a member of the Board of Trustees of

the University of Chattanooga.

Dr. Louis A. Killeffer, Harriman, and Dr. Moore
Moore, Jr., Memphis, have been reappointed by
Governor Ellington to the State Public Health

Council. The Governor also reappointed Dr. Roy
W. Epperson of Athens to the Board of Trustees of

the State Tuberculosis Hospitals.

Dr. Wm. McKinney Young of Fayetteville was
elected to Fellowship in the American Academy of

Pediatrics at a recent meeting of the AAP execu-

tive Board in Evanston, Illinois.

Dr. Lawrence K. Wolfe, Nashville, has joined

Drs. Alper, Eskind, and Schulman in the practice

of internal medicine, with especial interest in en-

docrinology.

Dr. David H. McConnell has announced associa-

tion with the Valentine-Shults Hospital in New-
port. Dr. McConnell received his M.D. degree

from the University of Tennessee College of Med-
icine and interned at Baroness Erlanger Hospital

in Chattanooga.

Dr. James M. Higginbotham, Chattanooga, has

been selected as a councilor of the Lahey Clinic

Foundation Alumni Association.

Dr. August Miale, Jr. has joined Drs. Browne
and Thomison of Nashville in practice, with atten-

tion directed to nuclear medicine.

BOOK REVIEW

THE BEST OF LAW AND MEDICINE
This is a compilation of articles appearing in

The Journal of the American Medical Association

during the period January, 1966, through Feb-
ruary, 1968, and has been introduced to help fa-

miliarize physicians with legal situations with
which they may be confronted in their practice.

This collection deals with particular aspects of

the impact of law upon the practice of medicine.

Demand for reprints of the individual articles

became so great that the AMA Committee on
Medicolegal Problems suggested that a publica-

tion containing the most popular items be pro-

duced. The Legal Research Department of the

AMA Law Division, which is responsible for

content, selected the articles it felt would pro-

vide both interesting and useful reference
sources for physicians, as well as others inter-

ested in this aspect of the law.

Medical liability, mental health and medical

evidence represent only a few of the eight ma-
jor categories covered by the handbook. The
81/2 " X 11", 184-page paperback would be a

worthwhile addition to any doctor’s library.
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Calendar of Meetings, 1968

Sept. 7

Sept. 13-14

November 7-8

November 17

Stale

Political Education Confer-
ence, Sponsored by Indepen-
dent Medicine’s Political Ac-
tio n Committee—Tennessee,

Hermitage Hotel, Nashville

Tennessee Valley Medical As-
sembly, Memorial Auditorium,
Chattanooga

Tennessee Academy of Gen-
eral Practice Scientific Assem-
bly and Congress of Delegates,

Civic Auditorium, Gatlinburg

TMA State and County Officers

Leadership Conference, H e r-

mitage Hotel, Nashville

Sept. 5-7

Sept. 12-15

Sept. 13-20

Sept. 28-Oct. 3

Oct. 1-4

Oct. 4-8

Oct. 11-19

Oct. 12-18

Oct. 14-18

Oct. 17-19

National

American Association of Ob-
stetricians and Gynecologists,

The Homestead, Hot Springs,

Va.

American Electroencephalo-

graphic Society, San Francis-

co-Hilton Hotel, San Francisco

American Academy of General
Practice, Las Vegas, Nevada

International College of Sur-
geons, United States Section,

Honolulu

American Roentgen Ray Soci-

ety, Jung Hotel, New Orleans

International Congress on Dis-

eases of the Chest (Sponsored

by Council on International

Affairs of American College of

Chest Physicians), Washing-
ton-Hilton Hotel, Washington,

D. C.

American Society of Clinical

Pathologists, Fontainebleau
Hotel, Miami Beach, Fla.

College of American Patholo-

gists, Fontainebleau Hotel,

Miami Beach, Fla.

American College of Surgeons

(Annual) Dennis Hotel, At-

lantic City, N. J.

Association of American Phy-
sicians and Surgeons (An-

nual), Roosevelt Hotel, New
Orleans

August, 1968

Oct. 19-23

Oct. 19-24

Oct. 27

Oct. 27-30

Oct. 27-Nov. 1

Oct. 27-Nov. 1

American Society of Anesthe-
siologists, Washington - Hilton

Hotel, Washington, D. C.

American Academy of Pediat-

rics, Palmer House, Chicago

American Association of

Ophthalmology, Palmer House,

Chicago (Public Affairs Work-
shop, October 26)

American College of Gastroen-

terology, Statler-Hilton, Bos-
ton

American Academy of

Ophthalmology & Otolaryngol-

ogy, Palmer House, Chicago

American Society of Plastic

and Reconstructive Surgeons,

Roosevelt Hotel, New Orleans

Tennessee Academy of General Practice

Annual Scientific Assembly

The 20th Annual Scientific Assembly of the

TAGP will be held in Gatlinburg at the Civic

Auditorium, November 7-8. The program will

begin with a panel discussion on “Therapeutic

Abortion and Laws Governing It.” Moderator of

the panel. Dr. John H. Saffold, Knoxville, will

introduce the participants: Dr. Martin Davis,

Knoxville; E. Blythe Stason, LLB., Nashville,

and Reverend William Harold Hunter, Knoxville.

Other speakers and their subjects will be: Dr.

Edwin R. Levine, Associate Professor of Clinical

Medicine, Chicago Medical School—“Dyspnea”;

Dr. Jesse E. Adams, Chattanooga,—“Cardiac Le-

sions Amenable to Surgery”; Dr. James F.

Glenn, Chief of the Urologic Surgery at Duke
University—“Bladder Necks and Bedwetters”;

Dr. Fred Allman of the Atlanta Orthopaedic

Clinic
—“Strains and Sprains”; Dr. Alexander

Marble, Joslin Clinic, Boston—“Diabetes”; Dr.

John Turner, Department of Otolaryngology

Emory University Medical School—“Middle Ear

Disease”; Dr. Daniel M. Gordon, Department of

Ophthalmology, Cornell University—“The In-

flamed Eye”; Dr. John Hughes, Memphis—“En-

zyme Studies and Myocardial Infarction”; Dr.

John D. Peeples, Jr., Memphis—“Medical Legis-

lation in Tennessee”; and Dr. Harry L. Gibbons,

Federal Aviation Agency, Oklahoma City

—

“Medical Programs in Space.”

The first session of the Congress of Delegates

will convene in the Civic Auditorium at 1:30

P.M. on Wednesday, November 6 and the second

session that evening at 6:30 P.M., also in the au-

ditorium.

Social events will include the annual banquet

on Thursday evening, November 7 and a Cham-
pagne Brunch for the physicians’ wives on Fri-

day, November 8.
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Political Education Conference
Sponsored by IMPACT

On September 7, 1968, IMPACT (Independent
Medicine’s Political Action Committee—Tennes-
see) will sponsor a Political Education Confer-
ence. The purpose of this conference is to ac-

quaint physicians and their wives with first line

politics and the important role which they as in-

dividuals can play in politics. The site for this

conference is the Hermitage Hotel, Nashville,

Tennessee. Registration will begin at 10:00 A.M.
(CDT).

This conference appears to be possibly one of

the most informative meetings on politics ever to

be held for Tennessee physicians. The speakers

have been selected to emphasize the theme:
“Politics is the Name of the Game.” Among the

guest speakers will be Ninth District Representa-
tive Dan Kuykendall and J. Tom Sawyer, South-
eastern Regional Field Representative for

AMPAC.
In addition to the speakers, the film “The

Opinion-Maker” will be presented. This film has

been seen by many physicians throughout the

United States and calls attention uniquely to the

importance of the physician’s role in molding
political opinions.

The conference will be highlighted by a lunch-

eon (hosted by IMPACT and free of charge to

the conferees). The luncheon speaker will be
The Honorable Buford Ellington, Governor of

Tennessee.

Your IMPACT Board has planned this confer-

ence carefully, trying to suit the information to

the political needs of the physicians of Tennes-

see. The Board feels that the best informed

physicians participate most meaningfully in the

world of politics.

Therefore, IMPACT seeks your participation in

this conference. Make your plans NOW to at-

tend. No registration fee is required. For

further information or a printed copy of the pro-

gram, write to: IMPACT, P. O. Box 645, Nash-
ville, Tennessee 37202.

Staff Physicians

2400 bed psychiatric hospital with resi-

dency program In psychiatry. Three va-

cancies on alcoholic, geriatric, or psychi-

atric services. Salary $ 1 2,000 - $2 1 ,000.

40 hour week, 10 days sick leave, 3 weeks

vacation, and retirement program. Con-

tact R. L. Rollins, Jr., M.D., Dorothea DIx

Hospital, Raleigh, North Carolina 27602.

General Practitioner

To assist Plant Medical Director direct

and supervise all phases of expanding oc-

cupational medical program of large

(2,600 employees) ordnance plant. Ma-
ture doctor with medical administrative

experience preferred. Suburban Chatta-
nooga location, attractive salary, compre-
hensive benefits. Contact H. T. Halth-

cock. Volunteer Army Ammunition Plant,

Atlas Chemical Industries, Inc., P. O. Box

6008, Chattanooga, Tennessee 37401.

For Sale

General Practice established 5 years, In-

crease In gross each year to $48,000 In

1967; will sell practice with or without

equipment — 12 miles from Nashville.

James S. Hastle, M.D., 213 South Main,

Goodlettsville, Tennessee 37072.

A Symbol
to Support . . •

P F
American Medical

jk 1 Association — Education

J and Research Foundation

^ 535 N. Dearborn St., Chicago 10, 111.
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THE VIEWING BOX
Americal Medical Care
—Fact and Fancy*

By Paul S. Friedman, M.D., Philadelphia

We, the physicians of America, are eager

to participate in a continuing dialogue with

the American people, so that through our

combined efforts, the best medical care at

the lowest possible cost will result. We
particularly want to bare to the American
people our goals, our aspirations, and our

accomplishments, from a vantage point of

truth, to serve better the people of the

United States.

The medical profession welcomes con-

structive efforts at criticism. In fact, it par-

ticipates in self-evaluation continually.

Certain critics and criticisms, however, are

unjust. Instead of collecting the facts ob-

jectively, and drawing conclusions from
them, some critics start with unfair pre-

judgments, and then distort the facts, creat-

ing untruths and half-truths to support

their conclusions. It is our responsibility to

our patients that demands that we correct

this misinformation, for such misleading in-

formation can be damaging to them when
they are being treated, causing confusion

and distrust.

The following are just a few examples of

these unfair criticisms and the facts about

them.

Number of medical colleges, medical stu-

dents, and physician population.

It has been unfairly maintained that the

medical profession and the American Medi-

cal Association are attempting to restrict

the number of medical colleges and stu-

dents. The reverse is true. The American
Medical Association has stimulated new
schools, frequently advising groups, plan-

ning and developing new schools. Since

1947, 11 new schools have opened, totaling

88; and by 1970 an additional 13 will be in

operation, totaling 101. Six more are as-

sured and another six are possible by 1975.

* (Editor’s Note: This article is reprinted with

the permission of both the Nebraska State Medi-
cal Journal and the author.)

The American Medical Association sup-

ported legislation providing federal funds

for medical college construction.

In addition, the American Medical Asso-

ciation and its branches, the state and
county medical societies, have embarked on

recruiting programs for medical students.

The American Medical Association has es-

tablished a loan guarantee fund, to give fi-

nancial assistance to medical students, in-

terns and residents, supported by voluntary

contributions of physicians, medical associa-

tions, private companies, and foundations.

Over $35 million have been lent since the

fund’s founding in 1962. In addition, loan

funds are available through state and

county medical societies.

In 1960, there was one physician for 737

people; in 1965, there was one for every 681,

a faster rate of growth in physician popula-

tion than general population.

In the past, efforts to predict future phy-

sician needs have been most inaccurate. In

1959, the Bane Committee gloomily pre-

dicted we should never reach by 1975, the

needed total of 330,000 physicians including

osteopathic physicians. Actually, there will

be a minimum of 360,000 physicians by 1975,

exclusive of osteopathic physicians.

There has, however, been a functional

and geographic maldistribution of physi-

cians. There has been a marked reduction

in the number of family physicians. This

has been strongly influenced by the tremen-

dous overemphasis on specialization and re-

search in the medical colleges, largely stim-

ulated by the unbalanced influx of federal

funds into these areas. At the present time,

efforts are being made to restore the family

physician to his central role in American
medical care.

An American Board of Family Medicine

has been created and the American Medical

Association has recognized Family Medicine

as a specialty in medical practice. Recent-

ly, the American Medical Association com-

missioned a Report of a Citizens Commis-

sion on Graduate Medical Education. Many
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recommendations are to be implemented,

such as a residency training program in

family medicine, encouragement of group

practice among family physicians and oth-

ers, staff appointments and full practice

privileges for family physicians on hospital

staffs, as well as integrated programs in

medical colleges, staffed by family physi-

cians, to stimulate training and interest in

family medicine.

There has been a tendency for physicians

to concentrate in metropolitan areas, with

resultant diminished concentration in other

areas. To offset this, the American Medical

Association in conjunction with the Sears

Roebuck Foundation has been sponsoring

rural location of physicians. The Kansas
Rural Health program, developed by Dr.

Franklin Murphy, has been most successful,

in supplying rural medical needs. It in-

volved the enlargement of the capacity of

the Kansas Medical School to train medical

students, the creation, through voluntary

local fund raising, of facilities for medical

practice throughout the state. Then a pro-

gram of continuing education for rural phy-

sicians was set up consisting of two parts:

1. Traveling teams of consultants originate

from the medical college and hospital, to

visit different areas of the state throughout

the year, holding clinics and offering con-

sultation. 2. Rural physicians return to the

medical college periodically for several

weeks to months of refreshing training.

Many state societies have placement pro-

grams for physicians. Emergency medical

services have been instituted by many
county medical societies.

In addition, the tendency to overload full

time staffs of medical colleges and larger

hospitals must be reversed; this, too, is con-

tributing to the maldistribution of our

younger physicians.

Quality of medical care. Improperly doc-

umented criticisms of the quality of Ameri-

can medical care have been publicized. In

many cases, these have used data originat-

ing in articles written by physicians, for

self-evaluation and for education of their

colleagues; incomplete information has

been abstracted to support untrue conclu-

sions.

A published article has been referred to

as reporting that 90% of 21 surgical deaths

in infants and children was the result of

doctor error, and therefore evidence of poor

medical care. But this study involved more
than 4,000 operations in a single hospital,

over a 10 year period beginning in 1947, 20

years ago; among the 21 there were many
serious abnormalities at birth; and the arti-

cle further stated, “There has been a dra-

matic decrease in operative deaths during

the past four years, 1958-1961.”

In other cases, efforts are made by critics

to use statistics, usually from England and
Sweden, to attempt to prove that the prac-

tice of medicine in the United States is infe-

rior. Actually, if true statistical compari-

son can be made, it demonstrates that

American medicine is second to none.

Basically, however, when comparison is

made between one nation’s statistics and
another, comparisons may not be occurring

between exactly the same events.

For example, Sweden’s infant mortality

rate is 1% below that of the United States.

But, in Sweden, a baby is not alive until he

breathes; such a baby’s death would be

called foetal death. In the United States,

the presence of a heart beat or voluntary

motion would classify the baby as alive, and
subsequent death would be classified as in-

fant mortality. Furthermore, the frequent

use of abortion, in Sweden, alters these sta-

tistics further.

Further, while it is true that the average

Swede lives to age 73, and the average

American to the age of 70.3, a Swede in

Minnesota outlives a Swede in Sweden.

As Waldo Von Greyerz, M.D., Swedish

delegate to the World Medical Association

pointed out, “I don’t know how you would
compare medicine in Sweden . . . with

medicine in America. It surely can’t be

done with infant mortality and longevity

statistics. People who compare such things

obviously are hunting for headlines.”

There are numerous other areas in which

similar unfair criticism is publicized.
These include the relation of physicians’

fees to the rise in cost of medical care, the

position of the medical profession and the

American Medical Association to change

and new legislation, the need for further
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governmental involvement in the distribu-

tion of medical care, among others. There

is no question that continuous change and

improvement is necessary to keep the qual-

ity of medical care in the United States at

its high level and keep the cost as low as

possible. The physicians of America are

committed to that goal.

Let us remember, however, that the med-
ical encounter involves the relation be-

tween a patient in distress and a physician

equipped mentally, spiritually, and techni-

cally to relieve that distress and to prevent

its occurrence. In making changes, let us

preserve this as the basic component of high

quality care.

The people of America are fortunate in

having the finest medical care structure the

world has even seen. Let us recall that this

has resulted because of the basic emphasis

upon the individual patient physician en-

counter, with the physician basically and

primarily responsible to that patient. Let

us recall that this development has oc-

curred in a basically private enterprise sys-

tem, with the vast proportion of the finan-

cial support coming from private funds.

Let us recall that nowhere else has there

been such a development of voluntary non-

governmental health insurance. Let us re-

member that in those countries where the

influence of government through the use of

tax funds and control, has become dominant

in the medical structure, that the quality of

medical care has declined and the cost has

excessively risen.

There is much to be done. There is a

great need to restore the family physician

to his primary position in American medical

care; there is a great need to foster in-

creased group activities among physicians,

but always preserving the basic physician

patient bond; there is a related need to re-

structure the medical college curriculum to

reduce the emphasis upon accumulation of

unending data by the student, with accom-

panying emphasis upon scientific knowledge
as an end in itself, and return to basic prin-

ciples with emphasis upon the humane and
spiritual goals of the physician, using scien-

tific knowledge as a tool for the help of pa-

tients. Related to this, there is the require-

ment that funds be redistributed in the

medical colleges to meet these goals; the

family physician must be given a position of

significance and responsibility in both the

hospital and medical college; with the re-

sultant deemphasis upon unnecessary con-

sultation and unnecessary laboratory stud-

ies, often done as a routine, rather than as

indicated. As this is done, cost will be re-

duced; investigation and research must be

supported, but not to the exclusion of pro-

viding individualized high quality patient

care; the voluntary health insurance pro-

gram (commercial insurance. Blue Cross-

Blue Shield) must be continually expanded

and strengthened to help the American citi-

zen provide for the cost of medical care;

government participation through the use

of tax funds should be limited to those who
financially require such help, and should be

furnished through the states; governmental

control and intervention should be resisted

and minimized. There are many other vital

goals.

Let all of us, physicians and citizens of

the United States, join in a continuous pro-

gram of change to improve further the

quality of medical care and reduce the cost

as much as possible. Let us guard against

change, however, which will destroy the

basic ingredients which have made Ameri-

can medicine great.
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The author directs attention to an entity recognized with increasing frequency in recent years.

This a metabolic acidosis, often appearing in diabetics, but not due to ketosis, but rather to lactic

acid. Phenformin has come into question as a preciptating factor especially if used in the presence

of renal or hepatic disease.

Lactic Acidosis In Diabetics Treated With
Phenformin (DBI)*

NATHAN SALKY, M.D. and FRED E. HATCH, M.D., Memphis, Tenn.

Severe and usually fatal acidosis due to

the accumulation of lactic acid in the extra-

cellular fluid has been described with in-

creasing frequency in recent years. More
than one-third of the reported cases have

been in diabetics, and although the great

majority had taken phenformin (DBI),

there is no general agreement as to the role

of this drug in the production of acidosis in

these patients.

Clues to the pathophysiology involved in

this condition were provided by the recent

observation of 2 diabetic patients treated

with phenformin who died because of lactic

acidosis. The description of these patients,

a report of similar cases found in hospital

records, and a review of pertinent literature

on this subject form the basis of this report.

Case Reports
Case 1. A 63 year old retired white diabetic

man had been poorly controlled with 100 mg
phenformin twice daily and, therefore, his dosage
was increased to 150 mg twice daily 6 days be-

fore admission to Baptist Memorial Hospital.

He had been mildly hypertensive for many
years and had suffered a cerebral thrombosis in

October, 1966, which left him with speech im-
pairment.

He was ambulatory and without complaint
until the morning of admission, when he became
nauseated, generally weak, somewhat unsteady
of gait, and was noted to be breathing deeply.

Soon thereafter he complained of abdominal pain

and was referred for evaluation by his local phy-
sician.

At the time of admission, the patient was semi-

comatose and hyperpneic with Kussmaul-type

* From the Department of Medicine, University

of Tennessee School of Medicine, Memphis, Ten-
nessee

respiration. B.P. was 80/50, P. 120, the extremi-

ties were cold and damp, but physical examina-
tion was otherwise not remarkable. There was
practically no urinary output and serum electro-

lytes were normal except for a CO 2 content of

less than 5 mEq/L. Blood sugar was 175 mg.
and BUN 24 mg per 100 ml. The arterial pH was
6.85 and serum lactic acid measured 260 mg per

cent (normal=zero to 30). His course was pro-

gressively downhill with shock, unresponsive to

fluids and vasopressors; anuria; and an acidosis

which was poorly responsive to large doses of

sodium bicarbonate, methylene blue, THAM, and
peritoneal dialysis—although the CO 2 content

rose to 18 mEq/L just before death, approxi-

mately 72 hours after admission. Permission for

postmortem examination was denied.

Case 2. A 53 year old white woman was first

seen at the William F. Bowld Hospital in July,

1966, because of proteinuria secondary to suba-

cute glomerulonephritis. She was also known to

be a mild diabetic, taking 50 mg phenformin
twice daily, and had known cirrhosis of the liver,

having had a splenorenal shunt operation in Oc-
tober, 1965.

She was again seen in January, 1967, with the

nephrotic syndrome and was started on 60 mg
prednisone daily. The BUN was normal at this

time. After discharge, she did well for 4 months,
but then developed pneumonia and glycosuria.

After admission to a local hospital, she initially

improved with antibiotics, insulin, and continued
use of phenformin. However, on the 7th hospital

day she suddenly developed vomiting followed

by impaired consciousness and hyperpnea. The
next day she developed shock and oliguria, and
was transferred to the Bowld Hospital where she

was found to have a B.P. of 90/40 on an intrave-

nous aramine drip, deep respirations at 18 per

minute, and anuria. Serum sodium was 120, po-
tassium 5.1 and CO 2 content less than 5 mEq/L;
BUN was 52 mg, creatinine 3.6 mg, and sugar 139

mg per 100 ml. The serum acetone was negative

but the lactic acid was markedly elevated, 300
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mg per 100 ml. The patient was treated with
large doses of sodium bicarbonate intravenously,

methylene blue, and saline infusions. The CO;,

content remained less than 5 mEqlL, and perito-

neal dialysis was started. The patient’s condi-
tion gradually worsened, however, and the CO 2

content remained less than 5 mEq/L, and perito-

and died approximately 27 hours after admission.

Permission for postmortem examination was re-

fused.

Comment. In each patient, historically,

the signs and symptoms of a severe meta-

bolic acidosis preceded the onset of circula-

tory failure. Although postmortem exami-

nations were not permitted, clinical study

failed to demonstrate any vascular catastro-

phe, infection, or other condition which
might have caused a primary reduction in

tissue perfusion or oxygenation; therefore,

both patients appear to fit the category of

“idiopathic” lactic acidosis.

Discussion

Physiologic Classification. Lactic acid

was identified as a product of normal me-
tabolism over sixty years ago. Although

there are occasional subsequent references

to its possible importance in pathologic

states, it was not until 1961 when Huckabee
“ published the articles which intro-

duced the clinical concept of lactic acidosis.

His observations were correlated with the

known metabolism of lactic acid (Fig. 1)

,
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Fig. 1. Simplified scheme of pyruvate metabo-
lism. Increased level of pyruvate and/or inter-

ference with the aerobic pathway can lead to

lactate production.

and his classification of the hyperlacta-

temias is useful in guiding both diagnosis

and treatment. (Table 1)

Table I

Huckabee’s (1, 2) Classification of the

Hyperlactatemia
1. Secondary to increased pyruvic acid (no

excess lactate)

2. Excess lactate (true lactic acidosis)

a. Secondary to circulatory failure or hypox-
emic states

b. Spontaneous (idiopathic)

Any situation which raises the blood pyr-

uvate level can result in an increase in the

lactate level, but when this occurs, the nor-

mal serum lactate to pyruvate ratio of 10:1

is not remarkably altered. Patients with
these findings do not have a serious aci-

dosis; in fact, their pH often indicates an al-

kalosis and the clinical setting is usually

hyperventilation, either due to cerebral

damage or pulmonary emboli (Type I).

The truly acidotic and seriously ill pa-

tients have a much greater accumulation of

lactic acid than pyruvic acid,—that is, ex-

cess lactate (Type II) . This occurs in con-

ditions where anaerobic metabolism might
be expected, such as hypoxemic states

(Type II A)
,
but also when no hypoxemia

or circulatory failure is present and the

cause of the lactic acidosis is unknown
(Type II B)

.

As seen in figure 1, a lack of oxygen or

any agent that interferes with Kreb’s cycle

activity can cause an increase in anaerobic

glycolysis, the product of which is lactic

acid, a strong organic acid which freely dif-

fuses across cell membranes. The site of

production of lactate is primarily in skeletal

muscle, and it can be removed by the liver,

myocardium, and other tissues. The mech-
anism of degradation of lactic acid depends

on lactic dehydrogenase activity and is not

completely understood. In the “spontane-

ous” or Type II B lactic acidosis, an un-

known type of interference with cellular

respiratory enzymes is postulated, perhaps

due to local reductions in muscle perfusion.

The prognosis in the “spontaneous” form is

very poor, whereas it is fair to good in Type
II A if the cause of the hypoxemia or circu-

latory failure can be corrected by treat-

ment. However, it is often difficult to dis-

tinguish between these two types since it is

frequently problematical as to whether the

shock or hypoxemia occurred prior to or

followed the onset of the acidosis.

Diabetes, phenformin and lactic acidosis.

Lactic acidosis has been described in asso-

ciation with many illnesses, and there have

been over 80 reported cases. Over one-

third have had diabetes mellitus, ap-

proximately one-third have had an elevated

BUN, and nearly another third a bacterial

infection of some type. Many cases also

have been associated with pancreatitis, al-

ANAEROBIC

DPNH-

LDH

LACTATE + DPN

(CH:. - CHOH-COOH

KREBS CYCLE + 30o ,— 3 COo*+- 3 HoO
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coholism, liver disease, and leukemia.

Recognition of lactic acidosis is not difficult

if the possibility is kept in mind. The pri-

mary clinical features are listed in Table 2.

Table 2

Diagnosis of Lactic Acidosis

1. Severe acidosis

2. Rapid onset

3. Unexplained (no ketosis, uremia, or poison-

ing)

4. Wide anion gap (not seen in renal tubular

acidosis, diarrhea, ammonium chloride intoxi-

cation)

5. Resistant to therapy

6. Fluctuating bicarbonate level

7. Markedly elevated blood lactic acid (excess

lactate)

The data linking phenformin to the pro-

duction or precipitation of lactic acidosis

seem impressive. Experimentally, in sev-

eral different animal preparations, phenfor-

min inhibits oxidative phosphorylation and

Kreb’s cycle activity, leading to increased

lactate production.® Furthermore, the fre-

quent reporting of lactic acidosis in diabetics

is also very suggestive, since a count of the

previous literature reveals that 18 of 27

cases in which no other precipitating cause

could be found and in which adequate in-

formation was given were on this drug.^'®

The use of phenformin in the total diabetic

population must be of a much smaller order.

In the largest experience published, of 8

diabetic patients with lactic acidosis, only

1 had no severe associated disease and that

patient was on phenformin therapy.^

Since phenformin is frequently used in

the Diabetic Clinic of the City of Memphis
Hospital, all deaths in patients with diabe-

tes mellitus during 1965 and 1966 were re-

viewed. Two probable cases of lactic aci-

dosis were found, and both were taking

phenformin until onset of their final illness.

In addition, a 44 year old healthy woman
who took 1.5 gm of phenformin in a suicide

attempt has been described.^® She developed

severe acidosis as well as hypoglycemia,

but recovered and was later found to be a

mild diabetic.

Many of the reported patients have had

impaired renal function, which has been

shown to result in abnormally high phen-

formin levels. Also, it would be expected

that liver disease may result in increased

blood lactate since the liver is thought to be

the main tissue involved in the degradation

of lactate. We may theorize that our sec-

ond patient developed high phenformin lev-

els because of her renal impairment, high

lactic acid because of the phenformin, and
then poor removal of the lactic acid because

of liver disease. In our first patient, a

rather large dose of phenformin was taken

and renal disease in this elderly, hyperten-

sive, and diabetic man was probably pres-

ent.

Summary and Conclusions

Two fatal cases of lactic acidosis in dia-

betic patients treated with phenformin
(DBI) were recently observed and data are

presented which strongly suggest that

phenformin can precipitate this type of aci-

dosis, especially in patients with impaired

renal runction and/or liver disease. It is

suggested that phenformin not be used in

patients with such impairment and that the

dose be limited to approximately 100 mg
per day.
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CASE REPORT

Alveolar Proteinosis

R. A. Obenour, M.D., Knoxville, Tenn.

Rosen, Castleman, and Liebow^ originally

described alveolar proteinosis in 1958. At
that time they reported 27 cases of a new
entity characterized pathologically by the

presence of intra-alveolar proteinaceous

material rich in lipids. Since then there

has been considerable interest in this condi-

tion despite its apparent infrequency.

Although the etiology is still unknown,
progress has been made in treatment. The
patient herein described illustrates presen-

tation with recurrent pulmonary infiltrates

which were initially attributed to pneumo-
nia. Almost half of the original reported

cases were characterized by such pneu-

monic episodes. This patient showed satis-

factory response to therapy by tracheobron-

chial lavage.

Case History

A 45 year old white man, was seen by his fam-
ily physician on July 5, 1963 with a history of

left-sided pleuritic chest pain of 3 days duration.

He had a temperature of 102°F, Fine rales were
heard in the left posterior base and the x-ray

showed infiltrates in the lingula. He was treated

with benzathine penicillin (Bicillin) and ery-

thromycin (Erythrocin) and gradually improved.

Three days later his temperature rose to 103°

and he noticed increased cough, production of

white, foamy sputum and, on physical examina-
tion, signs of consolidation on the right side. He
was admitted to the hospital for the first time on
the following day.

On admission a friction rub was heard in the

left anterior chest with a few moist rales in the

same area. The B.P. was 112/66. Other than the

rub and rales, the physical examination was
within normal limits. X-rays showed pneumo-
nia in the left upper lobe and later developing in

the right lower lobe. While in the hospital he

was treated with Combiotic* 2 ml b.i.d., Tussi-

onex* liquid on a p.r.n. basis, dipyrone sodium
(Pyralgin), Empirin No 3 for pain, and chloram-

phenicol (Chloromycetin) 250 mg. q.i.d. On
this regimen he gradually improved.

The WBC count was 24,000 with 65% PMN,
21% stabs, 9% lymphocytes, 5% monocytes. The
Hgb was 12.2 Gm. and the RBC count 3.75 mil-

lion.

He was again admitted to the hospital by his

family physician on Aug. 27, 1963. Two days

* Combiotic — penicillin, dihydrostreptomycin,

Tussionex—dihydrocodeinone, phenyltohoxamine.

prior to this second admission, the right lower
lobe infiltrate was still present. On the day of

admission he had the onset of severe chills, fever,

cough, left-sided chest pain, with rales in the left

upper lung field. He was irrational and febrile

on Aug. 31. Although he denied previous heavy
drinking, delirium tremens was thought to be the

cause of this. On the following day blood cul-

tures were obtained and were subsequently re-

ported negative. There was an erratic tempera-
ture curve, with elevations up to 103.4° on the

4th hospital day.

Accessory clinical findings at this time were as

follows: WBC count 7,000, PMN 59%, stabs 6%,
lymphocytes 32%, monocytes 3%, Hgb 15.5 Gm.,
RBC count 4.86 million. Urinalysis showed 1+
albuminuria, sp. gr. 1.024, rare RBC, rare WBC.
VDRL was nonreactive. Acid-fast smears of

bronchial secretions were negative. Routine cul-

ture showed rare growth of alpha Streptococcus.

The cytologic examination of the sputum showed
slight columnar dysplasia, bacteria, and yeast.

Blood cultures were negative on 3 occasions.

Fungus cultures of bronchial secretions were ov-

ergrown with bacteria. A sputum culture for

tuberculosis was negative. The chest x-ray
showed extensive, poorly defined densities in the

left lower lobe. The previously described right

sided infiltrate had now cleared. An x-ray made
on Sept. 3 showed a marked change with infil-

trates now apparent in the upper lung fields and
in the right base. The left basilar density was
somewhat resolved. Bronchoscopy showed only

a little redness of the throat and epiglottis.

During this admission he was treated sympto-
matically with Phenaphen No. 3, Tussionex, and
prochlorperazine (Compazine) 10 mg. every 4

hours p.r.n. for nausea. PPD No. 1 and histo-

plasmin skin tests were negative. He was dis-

charged on Sept. 6 on tetracycline complex (Te-

trex) and Benylin expectorant.

He was admitted to the University of Tennes-
see Memorial Hospital for the third time on Feb.

6, 1965. I saw him first during this admission.

The present illness had begun 5 days before ad-

mission with left-sided pleuritic pain, cough, and
yellow sputum. Exertional dyspnea developed

about 1 week before the onset of the pleuritic

pain.

He gave a history of recurrent “pneumonia”
each year since 1962. This generally occurred in

the late summer. Some rhinorrhea and nasal

stuffiness occurred in the spring of each year but

there was no past history of asthma. He had
“sinusitis” each spring since 1962. Intermittent

mild hypertension had been recorded since 1962

but the patient had never had regular therapy

for this. In the past he had had an operation for

injury to the cartilage of the right knee. He had
no drug allergies. He smoked 2 packs of ciga-

rettes per day and said that he was an occasional

drinker. (Information from the family physi-

cian indicated a history of heavy drinking.) He
is the district manager for a mining equipment
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company but has had no significant exposure to

mining conditions. His mother died of a “heart

attack” and his father died of a “stroke.” He re-

lated no family history of cancer, diabetes, aller-

gies, tuberculosis, or other lung disease.

On admission he was alert and did not seem
acutely ill. Examination of the head, eyes, ears,

nose, and throat showed only several palatal pe-

techiae. There was an old burn scar on the right

hand. Extremities showed no clubbing or

edema. There were no enlarged lymph nodes.

The B.P. was 118/70, P. 80, and R. 18. The neck
was negative. No bruit or masses were ob-

served. The heart was negative. A friction rib

was heard over the left anterior chest, and moist

coarse rales were present over the left lower lobe

and lingula. There was no abdominal tender-

ness. The liver edge was barely palpable. The
WBC count was 9,600 with PMN 45%, stabs 1%,
lymphocytes 50%, monocytes 3%, many atypical

lymphocytes were present. The PCN was 39%
and Hgb 12.7 Gm. Urinalysis showed 1+ albumin-

uria, 10 to 12 epithelial cells/hpf, 5 to 8 RBC,
and 20 to 25 WBC. Repeat urinalysis was nega-

tive for sugar and albumin. VDRL was non-

reactive. L.E. preparations were negative. Cold

agglutination was positive 1:32 initially but

dropped to 0 later. The BUN was 9 mg. per 100

ml. X-rays of the frontal, ethmoid, and sphe-

noid sinuses were normal but both maxillary

antra were almost completely obscured by fluid.

The chest x-rays showed a diffuse infiltrative

pattern of an alveolar type. Septal lines were
also demonstrated. PPD intermediate skin test

was negative and histoplasmin skin test was
slightly positive. No antibiotics were given dur-

ing this admission. He was discharged improved
after 6 days.

He was readmitted on Feb. 27 because of sud-

den onset of severe right sided pleuritic chest

pain, nausea, vomiting, and fever. He was
acutely ill with chest pain and had a productive

cough. The general physical examination

showed no change and the chest examination

was not remarkable. He was treated with Ery-

thromycin and symptomatically with meperidine

(Demerol), dimenhydrinate (Dramamine), and

Tylenol. The day following admission rales

were heard over the right lower lobe. In the left

anterior chest a friction rub was heard. Many
rales were present on the right on Mar. 1.

The WBC count was 18,300 with 67% PMN,
13% stabs, and 20% lymphocytes. Again the cold

agglutination and L.E. preparations were nega-

tive. The SGOT was 49 and LDH 280 units (nor-

mal 90-110.) Sputum culture grew moderate

growth beta Streptococcus and a heavy growth

Diplococcus pneumonia. Three blood cultures

were negative. Ventilatory function studies

showed a TVC of 3.85 L. with a predicted of 4.0

L. (96.2% of predicted), FEV i, 2 . 3 were respec-

tively 2.1 or 59.2%, 2.9 or 81.7%, 3.1 or 87.3% of

total. MW was 105.9 L. per minute with a pre-

dicted of 116 (91.2% of predicted). The PO 2 was

60, pCOo 32, and pH 7.523. After 5 minutes ex-

ercise, the PO 2 was 61.5, PCO 2 33.2, pH 7.515.

After 20 minutes of 100% oxygen, PO 2 was 405,

PCO 2 51.5, pH 7.539.

During the first 2 hospital days the T. ranged

up to 102.4°. After that it remained about 99.0°

F. There was no fever after Mar. 2. He was
treated with procaine pencillin 600,000 units

b.i.d., and later tetracycline complex (Myste-

clin-F) 250 mg q.i.d. He was also given Lacti-

nex (lactobacillus, mixed) tablets, 2 with each

meal, and dimenhydrinate on a p.r.n. basis.

Bronchograms were performed on Mar. 10,

showing cylinderical bronchiectasis involving the

lateral basal segment of the right lower lobe.

An open biopsy was performed on that date. At
operation 2 to 4 mm soft nodules were present,

scattered throughout the right upper lobe and to

a lesser extent throughout the right lower lobe.

The pleura was slightly thickened but no nodules

were present. There were continuous fine fila-

mentous adhesions between the pleural surfaces.

No enlarged hilar nodes were noted. Two sec-

tions from the right upper lobe were taken as

biopsy. He was discharged, symptomatically im-
proved, on Mar. 16.

He was readmitted July 27, 1965 with chest

pain, cough, and sputum production of 1 day’s

duration. Sputum was white with some yellow

discoloration. He had had some cough and mild

pleuritic chest pain for 3 weeks before admission.

Physical examination showed decreased breath

sounds in the right apical area posteriorly, sub-

crepitant inspiratory rales were heard anteriorly

on the left. There was dullness to percussion in

the left posterior infrascapular area.

He was treated with meperidine for pain and
started on procaine penicillin 600,000 units b.i.d.

After recovery from his initial acute episode,

percutaneous endotracheal catheter was inserted

and he was given tracheobronchial lavage by
drip using 100 mg heparin to 100 ml normal sa-

line. Following institution of this program he
had subjective improvement and considerable

sputum production. Two days later the quantity

of sputum diminished and better air exchange
was noted. The tube was left in place for 7 days

and then removed. There were no complications

from this treatment.

A chest film on July 27 showed extensive

poorly defined densities on both sides with some
new areas of involvement and clearing of some
of the previous areas. On Aug. 2, there was
slight clearing in the mid-lung fields and 5 days

later the left middle lung field was clear.

Residual infiltrate was present in the left lower
lung. The right was essentially unchanged.
Another film on Aug. 12 showed further decrease

in the densities in the left lower lobe.

On this admission the WBC count was 19,700

with 73% PMN, 3% stabs, 12% lymphocytes, 1%
monocytes. Following antibiotic therapy the

WBC count dropped to 7,500 with a normal dif-

ferential picture. Sputum PAS stain was done
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but did not contain characteristic PAS-positive
granules. Sputum culture grew normal flora.

Gram stain of the sputum showed several

gram-positive lancet shaped diplococci.

He was readmitted on Oct. 25, 1965 with right

anterior pleuritic chest pain of 2 weeks’ duration.

He had done well following his intratracheal

instillation of heparin until about 2 weeks before

this admission. For 2 days he had had increased

fever and production of frothy sputum. He gave
a history of drinking about “one-fifth” of whis-

key per week. He did not appear acutely ill.

The general physical examination was unre-

markable. There were decreased breath sounds
and a few crepitant rales in the right base.

The WBC count was 10,600, PMN 45%, lym-
phocytes 45%, monocytes 9%, and PME 1%. The
PCV was 50% and the ESR 23 mm in 1 hour.

The SGOT was 31 and LDH 540 units on Oct. 26.

On Nov. 7 the LDH was 620 (normal 90-110.) A
sputum culture developed a moderate growth of

normal flora with heavy growth of Klebsiella

pneumoniae. Blood gas studies on Oct. 26

showed PO 2 55.5, PCO2 33.6, PH 7.382. A chest

x-ray showed extensive infiltrate and consolida-

tion in the posterior basal segment of the right

lower lobe and less definite infiltrate in the lin-

gula. During the first 3 days of hospitalization

the T. ranged up to 103°. For the following 3

days it spiked daily to 101°. After that there

was a low grade T. elevation of between 98° and
99.8°.

On Oct. 27 a tube tracheostomy, using a KIFA
radiopaque polyethylene catheter, was performed

again by Dr. Southworth using 1% lidocaine

(Xylocaine) for anesthesia. This resulted in

considerable coughing and a small amount of

subcutaneous emphysema developed. He was
given tetracycline 1 Gm per day. Acetylcysteine

solution 1% (Mucomyst) was used for tracheal

instillation. This was followed the next day by
marked subjective improvement. A chest film

on Oct. 28 showed the intratracheal catheter 5

cm. above the carina. Another film on Nov. 2

showed clearing of the subcutaneous emphy-
sema, and there appeared to be some clearing of

the bilateral densities, most noticeably in the

right lower lung.

The tube was removed and he was discharged

on Nov. 8. I have not seen him since that time

but his family physician states that in general he
has done well. He has had one mild exacerba-

tion of symptoms since discharge.

Discussion

Alveolar proteinosis is of interest as a

contemporary disease, having been de-

scribed relatively recently.^ The original

description included 27 patients with char-

acteristic pathologic findings. The charac-

teristic microscopic appearance shows in-

tra-alveolar PAS-positive proteinaceous

material, rich in lipid, which seems to be

produced from lining cells sloughing into

the alveoli. The intra-alveolar material ap-

pears granular as it becomes necrotic.

There is little tissue reaction. It was origi-

nally noticed that this condition microscopi-

cally resembled pneumocystic infection of

the lung. The difference of the two dis-

eases, however, seems distinct. Although
careful consideration has been given to pos-

sible occupational etiologic factors, no defi-

nite relationship has been established. The
occurrence of hemoptysis in certain patients

and increased phagocytized iron in one re-

ported patient has raised the possibility

that alveolar hemorrhage may play a role

in pathogenesis.2 Alveolar proteinosis has

been reported in association with chronic

leukopenia, chronic granulocytic leukemia,

and other blood dyscrasias.^ Some authors

think that the best explanation for alveolar

proteinosis is a dysfunction associated with

impairment of the clearing mechanisms
of the lung.2 The latter hypothesis would
seem to fit the patient reported here and
others who have obtained prolonged remis-

sion following lavage therapy.

Clinical Picture

The clinical picture is variable and physi-

cal signs are notably few.^ Most of the pa-

tients are adult males. The usual presenta-

tion is one of progressive dyspnea, cough

productive of yellow sputum, recurrent pul-

monary infiltrates, and malaise. Weakness,

fatigue, and weight loss also may occur.^-^

Fever was not prominent in the original

cases and, when present, occurred at inter-

vals. In this patient some of the exacerba-

tions were thought to be associated with

bacterial infections. Rales are generally

not a prominent feature, a finding which is

well illustrated by this patient.^ Clubbing

is occasionally found and cyanosis may be

seen terminally.^

Radiologic manifestations have been well

described in a number of publications.^*^’®

In the original cases radiologic findings

were similar, showing, at the height of dis-

ease, fine, diffuse, perihilar feathery or

vaguely nodular densities resembling pul-

monary edema.^ Ramirez-R.® point out that

there is a changing pattern of acinar in-

filtrates which may involve any lobe but

frequently are more apparent in the central
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area of the lung. Calcification apparently
does not occur and a lack of hilar lymph
node enlargement is characteristic of the x-

ray picture.^ Routine laboratory examina-
tions generally show normal to elevated

white blood counts and normal hemoglobin
levels.^ In the present case it was thought
that when elevations in the white count
were present they were caused by second-

ary bacterial infections. Active pulmonary
injury is suggested in some cases by persist-

ently elevated lactic acid dehydrogenes lev-

els with normal SCOT levels.^

Insufficient time has passed since the orig-

inal description to enable definite conclu-

sions upon the natural course of this dis-

ease. In one of the original patients there

was apparently complete clinical recovery

with concomitant radiographic resolution.

Five of the original 27 patients reported

showed definite improvement up to 5 years.

^

Of the same group of patients 8 died. Some
of these apparently died from respiratory

insufficiency; others died with cor pulmo-
nale, necrotizing pulmonary nocardiosis,

and cryptococcus infection.

Treatment

Antibiotics are useful for treating super-

imposed bacterial infections, but they ap-

parently do not alter the course of the basic

disease.^ The use of steroids has been only

of questionable value and may in fact

predispose to secondary fungus infections.^

Aerosol therapy with enzymes has been as-

sociated with improvement in some cases,

but side effects are at times severe.

Ramirez-R. and associates^-® describe suc-

cessful treatment by repeated fiooding of

pulmonary segments with heparin and sa-

line. He suggests that heparin releases tis-

sue protein lipase, promoting hydrolysis

of the fatty intra-alveolar material.^ Later

acetylcysteine was added to the lavage fiuid

as well as heparin. In the case under dis-

cussion the surgeon elected to use a percu-

taneous intratracheal polyethylene tube for

instillation of the lavaging fiuid. Whereas
the results of both lavages were satisfac-

tory, there was some morbidity associated

with the second course of treatment. This,

however, was apparently of no permanent
consequence.
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CASE REPORT

The Apex Cardiogram in a

Case of Left Atrial Myxoma*

C. M. Wender, M.D., Knoxville, Tenn., and

R. B. Logue, M.D.,t Atlanta, Ga.

The clinical differentiation of a left atrial

myxoma from rheumatic mitral stenosis is a

formidable task. Aldridge and Greenwood^
reviewed 10 cases of left atrial myxoma in

an attempt to separate this abnormality

clinically from rheumatic mitral stenosis.

They concluded that such clinical separa-

tion usually is impossible. Angiographic

studies visualizing the left atrium are essen-

tial to differentiate the two, since surgical

management of left atrial myxoma requires

extracorporeal circulation.

The following case report is of a patient

with a left atrial myxoma; angiographic vis-

ualization of the left atrium was utilized to

establish the diagnosis. The pertinent fea-

ture, however, is the marked difference of

the ascending systolic wave of the apex car-

diogram as contrasted with that seen in

rheumatic mitral stenosis.

*Read at the Regional Meeting of the Amer-
ican College of Physicians, October, 1967, Mem-
phis, Tenn.

fFrom the Department of Medicine, Emory
University School of Medicine, Atlanta, Ga.

Case Report

A 43 year old Caucasian housewife, was first

seen at the Emory University Hospital because of

complaints of weight loss, fever, malaise, non-
productive cough and left sided pleuritic chest

pain of 2 months’ duration. Four years pre-

viously she had had nocturnal chest pain and
dyspnea upon exertion, and a heart murmur sug-

gesting mitral stenosis was detected. For the

past year, she had been aware of more progres-

sive dyspnea with exertion, periodic night sweats,

and orthopnea worsened by assuming the left

lateral decubitus position.

Physical examination revealed a woman ap-
pearing chronically ill with early clubbing of the

fingers, a temperature of 101.2° F., and several

small petechiae over the upper chest. The pulse

was regular and the B.P. 118/70 mm Hg. The
heart was not enlarged, but a parasternal lift

was present on the left side. Si was very loud,

S 2 was split normally, and an opening snap with
a loud diastolic murmur was present at the apex.

There was no hepatosplenomegaly, edema or ad-

enopathy.

Laboratory studies revealed a Hgb of 9.7 Gm,
an ESR of 44 mm per hour, and a low-grade leu-

kocytosis with a shift to the left. Six blood cul-

tures were negative. An EKG was normal.

Chest x-ray showed minimal pulmonary vascu-

lar congestion, without evidence of left atrial en-

largement.

Antibiotic therapy was initiated for suspected

bacterial endocarditis but without improvement.
She was then seen in consultation by one of us,

and the diagnosis of a left atrial myxoma was
raised. A phonocardiogram and apexcardiogram
were recorded as shown in figure 1. The signifi-

cance of the marked break in the ascending sys-

tolic wave of the apexcardiogram was not recog-

Fig. 1. Apexcardiogram and phonocardiogram in left atrial myxoma. The phonocardiogram is made

at the apex and illustrates a loud first heart sound (SI), opening snap (OS), diastolic murmur,

and presystolic murmur (PSM). The apexcardiogram (ACG) demonstrates the onset of the ascend-

ing systolic wave before the first heart sound and a prominent break is marked by the arrow

(< ). The E point marks the height of the systolic expansion wave and the O point is the nadir

of the diastolic fall. The O point coincides with the opening snap. Time lines occur at 40 millisecond

intervals.
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nized at that time. Catheterization of the right

heart revealed a mean pressure of 5 mm Hg in

the right atrium, 26 mm Hg in the pulmonary-
artery, and 18 mm Hg in the pulmonary capil-

lary wedge position. A cine-angiogram with
injection of contrast material in the pulmonary
artery revealed a filling defect in the left atrium
that prolapsed from the left atrium to the left

ventricle in early diastole and returned to the

left atrium during early systole.

Subsequently, open heart surgery was per-

formed through a left sided thoractomy. In es-

tablishing extracorporeal circulation, the cannula
for venous return was placed in the right ven-
tricular outflow tract with a moderate amount of

difficulty. During cardiopulmonary bypass, a 7

by 5 cm mucinous tumor was removed from the

left atrium by severing its narrow pedicle at-

tached to the atrial septum.

Postoperatively, a high-pitched holosystolic

murmur, accentuated by inspiration, was present

at the lower left sternal border and was accom-
panied by large V waves in the jugular venous
pulse. The postoperative course was complicated
by atrial fibrillation and right heart failure.

Following minor improvement, right heart cath-

eterization revealed mean pressures of 8 mm Hg
in the right atrium, 12 mm Hg in the pulmonary
artery and 8 mm Hg in the pulmonary capillary

wedge position. A right ventricular cine-angio-

gram revealed moderate tricuspid regurgitation.

A subsequent open heart operation was per-

formed to correct the traumatic tricuspid regur-

gitation.

Following an uneventful postoperative course,

she was discharged.

Discussion

The ascending systolic wave of the apex-

cardiogram has been evaluated in the nor-

mal by Tafur and associates.- Ascension of

this wave precedes the first heart sound and
ascends smoothly to its highest point (E

point) which coincides with termination of

isovolumetric left ventricular contraction

and the initiation of left ventricular ejec-

tion. The smoothness of this ascending sys-

tolic wave is only modestly interrupted by
vibrations created by the first heart sound.

Tafur and his group have shown the simi-

larity of this ascending systolic wave in the

normal and in the presence of mitral steno-

sis. In the present case, the preoperative

apexcardiogram with a wide notch in the

ascending systolic wave contrasts markedly
with the notch demonstrated in figure 2 in

the presence of rheumatic mitral stenosis.

Pitt and associates^ have described a sim-

ilar notch in the left ventricular systolic

pulse wave in 2 instances of left atrial myx-

oma. In 1 case they demonstrated by cine-

angiography that this notch occurred as the

left atrial myxoma returned from the left

ventricle to the left atrium during isovolu-

metric left ventricular contraction. They
reasoned that this sudden displacement of

the tumor from the left ventricle was asso-

ciated with a momentary fall of pressure as

recorded in the left ventricle.

A cine-angiogram in the present case con-

firmed that the tumor also returned from
the left ventricle into the left atrium during
isovolumetric left ventricular contraction.

The apexcardiogram shown in figure 1 re-

flects this movement of the tumor with a

notch in the ascending systolic wave at the

time of the expected fall of left ventricular

pressure.

Fig. 2. Apexcardiogram and phonocardiogram in

mitral stenosis. The phonocardiograms are re-

corded at the apex and fourth left intercostal

space. A loud first heart sound (SI) and open-

ing snap (OS) are illustrated. The apexcardi-

ogram (ACG) shows a smooth ascent of the as-

cending systolic wave with only minor interrup-

tion (
<

) at the time of the first heart sound.

Time lines are every 40 milliseconds and the

EKG is lead two.

Evaluation of the apexcardiogram in the

differential diagnosis of a left atrial myx-
oma from rheumatic mitral stenosis may
provide helpful information if the anatomy

of the tumor allows it to return from the

left ventricle to the left atrium in early left
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ventricular systole. The normal smooth as-

cending systolic wave in mitral stenosis

contrasts markedly with the wide notch re-

corded in the present case.

Summary

An instance of myxoma of the left atrium

diagnosed by angiographic visualization is

presented. The tumor was successfully re-

moved during extracorporeal circulation.

A marked break in the ascending systolic

wave of the apexcardiogram that coincides

with the return of the tumor from the left

ventricle to the left atrium in early ventric-

ular systole is illustrated. This break in the

ascending systolic wave of the apexcardi-

ogram contrasts decidedly with the smooth

*

ascending systolic wave recorded in mitral

stenosis.

Analysis of the ascending systolic wave of

the apexcardiogram for a similar notch may
be of clinical value in separating a left

atrial myxoma from rheumatic mitral ste-

nosis.
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The authors describe their results with a new method of relieving pressure in the saccule in patients

having Meniere’s disease.

The Cody Tack Sacculotomy For

Endolymphatic Hydrops*
JOHN J. SHEA, M.D., Memphis, Term,, and ,

RICHARD E. COTTRELL, M.D.,t Rochester, Minn.

Hallpike and Cairns,^ in 1938, were the

first to report dilatation of the membranous
labyrinth in Meniere’s disease, and others

have subsequently confirmed this observa-

tion. Fick,2 Simonton and associates,^ and
others have reported dilatation of the sac-

cule as seen through the oval window in

ears with endolymphasic hydrops.

While the exact pathologic physiology of

endolymphatic hydrops is still in dispute,

there is no dispute that an occasional pa-

tient with the typical quadrad of fullness,

tinnitus, fluctuant hearing and vertigo of

endolymphatic hydrops or Meniere’s dis-

ease will have a sudden “pop” in the ear,

with relief of all symptoms, and return to

normal hearing. Assuming in such cases

that the membranous labyrinth has rup-

tured spontaneously to relieve the dilata-

tion, various operations have been devised

to drain the endolymphatic system, first in

the endolymphatic sac by Portmann,^ in

1927, and later by Fick,^ in 1964, by punc-

ture of the saccule. In 1967 Cody^ of the

Mayo Clinic first proposed putting a tack

through the footplate to decompress the

saccule, not only when it was first inserted

but each time the saccule later became
swollen and became impaled on the tack.

Using figures from Anson and Bast^ on

the average thickness of the human foot-

plate and the distance to the saccule, Cody
devised a stainless steel tack with a shaft

0.12 mm. in diameter that would have an

estimated 0.8 to 1.3 mm. of shaft protruding

into the vestibule. Subsequently longer

tacks have been used, so that from 1.6 to

1.8 mm. of shaft is used if the anterior in-

*Read at Tennessee Academy of Ophthalmol-
ogy and Otolaryngology Meeting, Chattanooga,

Tennessee April 19, 1968.

t From the Memphis Foundation of Otology

and Memphis Otologic Clinic, the University of

Tennessee School of Medicine, Memphis, Tenn.,

and the Mayo Clinic, Rochester, Minn.

ferior quadrant is penetrated (where the

saccule is farthest away but the danger of

injury to the utricle is less). When only

the center of the footplate can be pene-

trated an attempt is made to have 1.3 to

1.5 mm. of shaft protruding in the vestibule.

The tacks used by Cody were of a mag-
netic stainless steel and were inserted with

a magnetic probe to which the tacks ad-

hered. To avoid the battery effect of a mag-
netic implant in the vestibule I had the

Richards Manufacturing Company of Mem-
phis make some tacks out of 316L type

stainless steel which is not magnetic. They
also developed a special curved inserter that

holds the tack in its cup by the attraction

of a drop of serum or blood.

The operation is performed under the

same anesthetic method used for all stapes

operations, heavy premedication, intrave-

nous thiamylal (Surital) and careful local

infiltration with 2% lidocaine (Xylocaine)

and 1:50,000 epinephrine. The footplate is

usually approached from above, between

the facial nerve and the superstructure of

the stapes, but occasionally the footplate

must be approached from below.

The anterior inferior quadrant of the

footplate is denuded of membrane and the

tack is pressed gently into and through the

footplate all the way down to the head.

There may be a very slight leak of clear

liquid around the tack. Gelfoam moistened

in blood is packed over the head of the

tack and the operation is terminated.

Results

All patients operated upon had unilateral

endolymphatic hydrops so all vertigo was

assumed to be coming from the involved

ear. (See table)

Twenty operations were performed, with

6 to 3 month follow-up on all patients. The
length of the tack used was: 1.9 mm. in 3,
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Length
of Tack

Patient Pt. No. (m.m.) Location Footplate Hearing Vertigo Fullness

1 33441 1.9 Ant. SI. leak Less G G
2 34163 1.7 Ant. SI. crack Less G G
3 33751 1.7 Ant., inf. No leak Better G G
4 18355 1.5 Ant. No leak Same S S
5 33152 1.5 Ant., inf. SI. leak Same B G
6 31572 1.5 Ant., inf. No leak Same S S
7 34098 1.5 Ant. SI. crack Lost 0 0
8 25986 1.7 Ant., inf. No leak Same 0 0
9 972 1.5 Ant., inf. SI. crack Lost 0 0

10 23650 1.9 Ant. SI. leak Same 0 0
11 31452 1.5 Ant. Lg. crack Lost

Lost
0 0

12 2443 1.5 Ant., inf. No leak (Pre-op.) 0 s
13 34649 1.7 Ant., sup. No leak Same 0 0
14 34613 1.7 Ant. No leak Same 0 0
15 32598 1.5 Ant., inf. No leak Same 0 0
16 33535 1.5 Ant. No leak Same s s
17 34936 1.7 Ant., inf. SI. crack Same 0 0
18 29395 1.3 Ant., inf. SI. leak Better 0 0
19 34795 1.3 Ant. No leak Lost 0 0
20 34848 1.9 Ant. No crack Less s s

S. Lab.:=surgical labyrinthectomy; S-USDL=Ultrasaonic destruction of laby]

1.7 mm. in 6, 1.5 mm. in 9, and 1.3 mm. in 2

patients.

Complete or partial relief of vertigo was
accomplished in 16 of 20 patients, and symp-
toms remained unchanged in 4, in whom
surgical labyrinthectomy was performed in

1, ultrasonic destruction of the labyrinth in

2, and recommended in the 1 other patient

Tinnitus

Same
Same
Less
S. Lab.
Less
S. USDL
Worse
Less
Less
Less
Same

Worse
Lost
Lost
Less
Surg.
Less
Same
Lost
S. USDL

labyrinth.

cracked footplate. The patient had de-

pressed hearing, discrimination and caloric

response in this ear preoperatively, and no

hearing and very depressed response post-

operatively, but he is very pleased with the

result.

There have been no serious complications

from this operation so far.

not improved with the tack.

Hearing was much better in 2 ears, the

unchanged in 10, lessened slightly in 3, com-
pletely absent in 4 and absent pre-opera-

tively in 1.

Fullness was the same in 5 and better or

lost in the other 15.

Tinnitus was the same in 8, less in 10 and

worse in 2.

As for position of the tack in the foot-

plate, the presence of a crack or leak, or the

length of the tack used, there was no corre-

lation with success or failure other than

perhaps that more of the shorter tacks

failed to achieve a good result.

Summary

The Cody tack sacculotomy is a valuable

first method in the surgical treatment of en-

dolymphatic hydrops. In our series of 20

patients operated upon 3 to 6 months pre-

viously, relief of vertigo was accomplished

in 80% with only a small percentage made
worse as regards hearing and tinnitus. The

operation is easily done and has been not-

iceably free of complications, and deserves

further trial.
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The author provides an excellent description of follow-up care which is successful in the management
of patients discharged from one of our state mental hospitals.

A Place For Both The Old and The New
TERESA SILVERMAN, M.D.,* Memphis, Tenn.

In June, 1968, the Tennessee Psychiatric

Hospital and Institute (TPH&I) Out-Pa-

tient “After-Care” Clinic will have been in

operation for a full 6 years. The triumphs

and tribulations experienced during this

time have been unique for our two State

Hospitals working together. The success of

the overall operation was due to the excel-

lent cooperation of the staff of Western
State Hospital (WSH) located in the rural

area of Bolivar, Tennessee, and our own staff

at TPH&I, located in the heart of the Medi-
cal Center of Memphis. The continuous re-

lationship of our two staffs has been an im-

portant factor in the success of the follow-

up care of patients discharged from WSH,
who live in the two counties which TPH&I
now serves, Shelby and Tipton. Western
State Hospital has represented the large

custodial type of mental hospital of the

1900’s and Tennessee Psychiatric Hospital

and Institute, the short-term stay, first-ad-

mission type of hospital, with concentration

on the use of community facilities. Recent

articles on the changing role of the large

state hospitals seem to imply that they

should be torn down. However, we do not

agree with this, and believe the new roles

generally can be accepted and integrated,

and that new buildings are not necessarily

needed for this to occur—rather merely in-

tensified services and a spirited morale.

At first the After-Care Clinic hours were

from 8 A.M. until noon on Tuesday, and the

staff consisted of 1 physician from WSH,
who served as liaison officer between our

hospitals, 4 of our own physicians, and 2

WSH social workers.! The patient load per

clinic was frequently as great as 80 to 90 in-

dividuals. Almost all of these patients

*From the Out-Patient Clinic, Tennessee Psy-
chiatric Hospital and Institute, and the Depart-

ment of Psychiatry, University of Tennessee,

College of Medicine, Memphis, Tennessee.

fThe author wishes to thank the WSH social

workers, Mrs. Barbara Holden and Mrs. Mary
Katherine Marsh for their assistance and cooper-

ation.

were seen at intervals of every 6 weeks.

After careful observation and trial, it was
decided that the majority of patients did

just as well if they were seen every 10 to 12

weeks. This allowed us time to evaluate

WSH patients on 30 to 90 day trials of home
visits and to discharge them from Memphis,
rather than having them referred to Boli-

var.

Another practice which was found to be

rather ineffectual was the custom of having

the patient appear at the TPH&I Clinic 1 to

5 days after leaving Western State Hospital.

This period of time definitely was too short

for any readjustment to have been made by
the patient, and the physician could not

make an adequate appraisal of the patient’s

capacity for maintaining the emotional sta-

bility gained during hospitalization. In ad-

dition, this period did not allow enough
time for the Discharge Summary to reach

us, and valuable information about the pa-

tient was missed on the first visit. A com-
promise was reached and patients were not

seen at our clinic until they had been home
for a full 4 weeks. Many of these patients,

after being followed on maintenance dosage

of medication for a year, asked to be dis-

charged from the Clinic. This was tried

and worked out well. They have now been

off medication and functioning well for 2

years.

A very responsible assignment was given

to the Clinic in July, 1965, namely, to teach

clinical psychiatry to 12, fourth quarter

medical students once a week for 12 weeks.

This entailed two changes: the first was a

change in time of the clinic from morning
to afternoon to fit into the all-over medical

school schedule; the second, to restrict the

number of patients per clinic visit to 72 (6

patients per student) which allowed suffi-

cient time for supervision. I was responsi-

ble for this type of supervision. This incor-

porated a review of the format of the clinic,

a review of the general philosophy of treat-

ment, and the question of what approach

should be used to teach the students practi-
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cal psychiatric skills which he could use in

his future general practice. It definitely

was decided to avoid the esoteric and over-

specialized areas. For example, rather than

placing importance on being able to memo-
rize the descriptive labels of the “Gray
Book,” more attention was paid to being

able to observe and listen to a patient, and

to pick up, for instance, that the patient is

aloof, suspicious, jealous.

The only change in format was the addi-

tion of a volunteer worker. She helped to

register the patients and keep the “patient-

traffic flow” from medical student to social

worker smooth, as each patient was seen by
a social worker after medication was given.

There were two criteria we believed a pa-

tient needed to fulfil in order to be helped;

these were, (1) to keep regular appoint-

ments, and (2) to take medication as pre-

scribed. The main goals of the clinic were to

keep patients from having to return to

Western State Hospital, and to be able to

return to the level of functioning prior to

hospitalization. A small number were able

to go beyond this state—particularly in the

age group of 18 to 25 years. The medical

students received 12, thirty minute lecture

periods before the clinic session. They cov-

ered in detail the subject matter of the use

of psychotropic drugs, symptoms and treat-

ment of anxiety and depression, and the ef-

fectiveness of brief psychotherapy in gen-

eral practice. (1-3) Over 90% of the pa-

tients seen in the clinic have a diagnoses of

schizophrenia and the fact that these pa-

tients can return to a functioning level has

been quite a revelation to the students.

The Discharge Summary received from.

Western State Hospital included the mental

status upon initial admission, and the stu-

dents, after reading it, were astounded that

the patient described was the same one they

are now seeing in clinic. At the end of 12

weeks, the students are no longer uneasy in

handling “ex-State Hospital patients,” and

do not have the hopeless feeling concerning

their “return to normal.” They were also

taught the proper writing of prescriptions

which they all seemed to have forgotten.

Since October, 1965, 817 cases have been

treated in the After Care Clinic.

A. 106 discharged and no further contact.

39 discharged and then case reopened in

clinic in a 12 to 24 month period.

19 discharged and later rehospitalized at

WSH.

164 total discharged (20%).

B. 50 (6%) rehospitalized, due mainly to re-

fusal to take medication and not keep-
ing regular visits.

C. 18 referred to out-of-state clinics or pri-

vate doctor.

D. 76 (9%) cases reopened, i.e., the patient

stopped attending clinic of own volition

and then requested to be seen again.

E. 48 cases reopened after rehospitalization.

The ratio of female patients to male patients

has been approximately 3 to 1, and the ages as

follows:

0-20 10%
21 - 30 20%
31 - 40 30%
41 - 50 23%
51 - 60 12%
61 - 70 4%
71 - 80 less

89% of these patients were diagnosed as schizo-

phrenia; 7% affective disorders; 0.5% neurosis;

2% chronic brain syndrome; 1% mental de-

ficiency; 0.5% alcoholic intoxication with psy-

chotic reaction. (As of December 15, 1967, we
had 591 active cases.)

As is true of general hospitals the cost

per day of each patient is rising, and this

applies to psychiatric hospitals as well.

Therefore, all means to keep a patient out

of the hospital are being sought. The after-

care clinics can help relieve to a significant

degree the cost per year to the State.

In summary, this study shows that the

large and small state hospitals can work
together very effectively. We were pleased

that only 6% of the patients of the case-

load required rehospitalization. Proper drug

therapy and continuous social service fol-

low-up have brought about successful re-

sults. The exposure of this clinic to medi-

cal students for 12 weeks has proven to be

an excellent means of teaching the practi-

cal skills of psychiatry.
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The author has had satisfactory results in office practice with this complex of several drugs in the

treatment of mixed infections of the vagina.

Vaginitis; Study of A Multiple Therapy In

445 Patients
N. E. WITTHAUER, M.D., Nashville, Tenn.

The incidence of vaginal infection in

women has increased at a steady pace for

the past two decades. Many physicians re-

port that during certain seasons of the year

as many as 60 to 80% of their female pa-

tients have some type of vaginal infection.

Whether this is due to an increased use of

antiobiotics, to diet, “cross infection,” vita-

min deficiency, or other reasons is not

within the scope of this study.

An interesting fact concerning patients

with vaginal infection is that a high per-

centage of such cases are complicated by

more than one infection—multiple vaginal

infections. Therefore the physician is faced

with the problem of diagnosing a number of

causes. In such cases a single specific medi-

cation can offer no assurance of complete

cure. To cure the primary infection may
simply invite invasion by secondary organ-

isms. Thus, if the patient is treated for the

primary infection only as each appears,

treatment may be protracted, and the cost

and inconvenience to the patient may be

great. So it appears that clinical assess-

ment of a “multiple-ingredient” vaginal

therapy would offer an interesting and pos-

sibly worthwhile objective.

Material

Selected for this test is a “multiple-ther-

apy,” packaged in both insert and cream

form, under the brand name of Gynben. It

was selected because its use over the past

months has seemed to give routinely worth-

while results. The cream form was used in

this study.

Each dose of Gynben Cream delivers 100

mg. of diiodohydroxyquinoline, 500 mg. sul-

fadiazine and 0.1 mg. of diethylstilbestrol,

in a base containing sodium lauryl sulfate,

tartaric acid, boric acid, dextrose, and lac-

tose.

The function of the diiodohydrox-

yquinoline, according to pharmacologic ref-

erences, is as a fungicide, amebacide, proto-

zoacide, antibacterial, and deodorant.

The function of the sulfadiazine is as a

bactericide (effective against colon bacilli

as well as gram-negative and positive or-

ganisms) and deodorant. The purpose of

diethylstilbestrol in vaginal treatment is to

restore the mucosa to a more estrogenic

state and to stimulate thickening of the

vaginal epithelium, particularly in senile or

atrophic vaginitis.

Sodium lauryl sulfate is a wetting agent

used here for the purpose of spreading the

medication throughout the vaginal rugae.

The tartaric and boric acid augment the res-

toration of normal vaginal acidity, at a pH
of 4.5 to 5.0. Dextrose and lactose are to

assist in the re-establishment of the normal
vaginal flora.

Background

Various aspects of this therapy are con-

firmed by previous clinical studies.

Greadyi found that “Gynben is a useful,

safe vaginal medication and should appeal

particularly to the physician who is not

equipped for a microscopic study of the

vaginal smear. It is effective (91%) in

practically all types of vaginitis.”

Norris- reports that, “Of the 79 cases of

infection with Candida, 78 (99%) were
cured by the end of the three months treat-

ment. Of the 51 cases of trichomoniasis, 39

(76.5%) were cured. All of the 23 cases of

bacterial vaginitis, whether associated with

senile changes or not, responded to Gynben
therapy. Used indiscriminately (without

microscopic diagnosis) for all types of vag-

initis, there would have been an overall

91.5% cure rate.”

Couch^ reported that, “On the average,

relief of symptoms was achieved in 4 days

and clinical cure after 10 days of treat-

ment,” and that “routine treatment of vag-

initis with Gynben was considered satis-

factory, convenient and relatively inexpen-
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sive. It did not require the use of concomi-

tant measures when indicated.”

Buldain^ reported, “In 154 patients

treated with Gynben for 160 infections or

other inflammatory conditions of the vagina

and cervix, results have been good in that

144 various infections were cured.”

Method

In this study, 445 patients diagnosed as

having one or more of three vaginal infec-

tions were observed and the results of their

treatment recorded. The three conditions

involved were monilia, mixed bacterial

infection, cervical erosion and cervicitis.

Patients were instructed to insert the

dose of Gynben, by use of the applicator,

high in the vaginal vault each evening at

bedtime. The patient further was in-

structed to use a vinegar douche (2 table-

spoons of vinegar to a quart of warm
water) every other night before application

of the medication. Since the recommended
dose is for morning and evening, this is one

dose per 24 hours as used by Norris- and

Gready^; whereas Couch^ and Buldain^

used the recommended 12-hour dosage in-

terval. However Gready used the twice-

daily dosage during the menstrual period.

A record was made of three important

considerations: (1.) number of days re-

quired for symptomatic relief; (2.) percent

of clinical cures; and (3.) incidence of side

effects.

Symptomatic relief was recorded, as re-

ported by patients, as the time elapsed until

no noticeable symptoms were still present.

Cures were determined by Pap smears and

clinical evaluation. Subjects were selected

at random, and ranged in age from 16 to 66.

Results

Table 1 shows the average time to achieve

symptomatic relief in each of the three cat-

egories.

Table I

Form of
Vaginitis

No. of
Patients

Number
Reporting
in Each
Category

Average
No. Days

to Achieve
Sympto-
matic
Relief

Monilia 92 85 3.9

Mixed bacterial 142 135 4.6

Cervical erosion,

cervicitis 211 207 5.9

From this table it will be seen that the

patients having monilia infections had the

shortest average time, 3.9 days, to achieve

symptomatic relief. Mixed bacterial infec-

tions were next with an average time of 4.6

days; and it is interesting that 44 of these

patients required only 2 days. Of the 7 pa-

tients with monilia infection not making a

report on symptomatic relief, 2 were later

determined to be clinically cured. The
other 5 patients included 4 for whom the

treatment failed, and 1 allergic to the medi-
cation. Of the patients with mixed bacte-

rial infection who did not report sympto-
matic relief, 2 were among the 6 treatment

failures in this group and 1 did not return

after the initial visit.

Cervicitis required an average of 5.9 days

for improvement. Results further show
over 95% of patients having cervicitis re-

ported relief on or before the tenth day.

One member of this group who did not re-

port relief but continued the medication

was shown to be pathogen-free on a later

visit. Three others having cervicitis failed

to report back.

It should be observed that of the 207 pa-

tients, 73 patients with cervicitis in an al-

most consecutive block, were recorded as

reporting 10-day symptomatic relief, while

none reported this either at 8 or 9 days, and
only 6 over 10 days. This block was re-

corded late and the patients were not ques-

tioned until the tenth day. Without this

block, the average time in this group for

symptomatic relief was 3.7 days.

Table 2 shows the rate of clinical cure de-

termined by Pap smear and clinical evalua-

tion in each of the three categories.

Table 2

Form of
Vaginitis

Number
Patients
Using

Medication

Number
Patients
Clinically
Cured

Per Cent
of Patients

Monilia 92 84 91.4

Mixed bacterial 142 137 96.4

Cervical erosion,

cervicitis 211 201 95.2

The actual time required for clinical cure

in these cases was not recorded, since the

patients were examined on the next office

visit to make this determination. This visit

averaged 42 days from the beginning of

therapy for monilia, 43 in mixed bacterial.
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and 51 in cervitis and cervical erosion. Of
the patients having monilia infection 91.4%

were found to be cured clinically, as were

96.4% of those with mixed bacterial infec-

tion, and 95.2% of those having cervitis and
erosion.

One patient with monilia infection, who
achieved symptomatic relief in 3 days did

not report back; and one discontinued medi-

cation because of side effects. Without

these 2 cases, the monilia cure rate is 93.5%

rather than 91.4%.

Among the total of 211 patients having

cervicitis and cervical erosion, 75 were also

treated by hyfercation. Here it is interest-

ing to note almost uniformly good results:

68 patients with negative Pap smears were
reported as cured; on 5, no report was avail-

able; 1 marked as cured had a mild monilia

infection on a return visit; and only one still

had a slight infection on the office call 46

days later. Thus it may be concluded that

Gynben acts effectively with hyfercation to

help promote healing and prevent second-

ary infection.

Side effects experienced by this group of

445 patients were minimal. One patient,

age 48, with monilia infection, and another

aged 21 with a mixed bacterial infection de-

veloped a mild rash from the sulfonamide.

H! *

ANNUAL SURVEY OF CAUSES OF DEATH*

Heart and vascular disease is still the number
one cause of death according to the 1967 survey

made at the National Life and Accident Insurance

Company among its Ordinary life insurance

policyholders.

The total number of policies involved was 6,837

and the total number of lives was 6,243.

The following table will give a breakdown of

this survey:

Number of
Cause of Death Policies Approx. %
Tuberculosis, all forms 24 35%
Malignant neoplasms 1,340 20%
Diabetes mellitus 117 2%
Vascular lesions, central
nervous system 360 6%

Diseases of heart (which
comprise:
Chronic rheumatic heart

disease
Arteriosclerotic &

degenerative heart
disease

Other diseases of
the heart 2,137 31%

Other circulatory diseases
which comprise:
Rheumatic fever

Medication was discontinued and the aller-

gic reaction disappeared. This gives an

overall allergic rate of 0.5% of the patients

treated with Gynben.

Summary

In this study Gynben proved to be effec-

tive in the treatment of monilial and mixed
bacterial infections, and cervicitis (includ-

ing cervical erosion treated with hyferca-

tion.) In all three types of infection, early

symptomatic relief and a high clinical cure

rate were obtained.

Where cauterization was done and the

above treatment continued, the medication

was effective in promoting healing and re-

ducing secondary infections. Only 2 pa-

tients had undesirable side effects. Gynben
is therefore deemed a safe and effective

multiple therapy for vaginitis.
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Hypertension without
mention of heart

Diseases of the arteries
Other diseases of the

circulatory system 174 3%
Pneumonia and influenza 171 3%
Cirrhosis of the liver 102 1%
Nephritis and nephrosis 74 1%
Motor vehicle accidents 559 8%
Other accidents 331 5%
Suicide 190 3%
Homicide 122 2%
War Deaths 185 3%
All other causes 951 14%
TOTAL—ALL CAUSES 6,837

These figures emphasize the fact that cardiovas-

cular disease ranks first in causes of death.

Obesity, diabetes mellitus and even small eleva-

tion of blood pressure greatly increase the mortal-

ity of cardiovascular disorders.

Any change from normalcy in the cardiovascu-

lar system merits immediate attention and prompt
treatment so that this number one cause of death
might be decreased.

E. W. McPherson, M.D., Nashville, Tenn.
Assistant Medical Director,

National Life & Accident Insurance Co.

*Written at the request of the Middle Tennessee
Heart Association
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STATE AND COUNTY OFFICERS LEADERSHIP CONFERENCE

Following is the program of the State and County Medical Society Of-
ficers Leadership Conference to be held at the Hermitage Hotel, Nash-
ville, on Sunday, November 17th. This is the fifth such officers con-
ference conducted by TMA and it contains many of the most outstanding
speakers to ever appear on this program. The conference is aimed at the
leadership of the profession on the state and county level. The program:

9:00 A.M.

10:00 A.M.

10:15 A.M.

10:45 A.M.

Registration
Conference called to order:
Edward T. Newell, Jr., M.D., President, presiding.

Keynote speaker:
Ernest B. Howard, M.D., Assistant Executive Vice-President
American Medical Association, Chicago.
Topic: "Why We Need To Be Leaders"

Panel Discussion:
Topic: "The Challenge Ahead in Comprehensive Health
Planning." Moderator; Alvin J. Ingram, M.D., Memphis,
Member of the AMA Board of Trustees and Secretary-
Treasurer of the American Medical Association.

Panelists

:

J. Robert Lindsay, M. D., Regional Medical Director,
U. S. Public Health Service, Dept, of HEW, Atlanta
H. P. Hopkins, Ph.D., Director, Division of Health
Services Planning, State of Tennessee, Department of
Public Health, Nashville;
Addison B. Scoville, Jr., M.D., President,
Nashville Area Health and Hospital Planning Council

;

Mr. Frank Norfleet, Chairman, Mid-South Medical Center
Council for Comprehensive Health Planning, Memphis

12:00 Noon - Luncheon - Sponsored by T.M.A. - Speaker:
The Honorable Howard Baker, U. S. Senator from Tennessee.
Topic: "What to Expect in the 91st Congress."

1:30 P.M. - Mr. Hugh W. Brenneman, Executive Director, Michigan State
Medical Society, East Lansing, Michigan.
Topic: "Where We Stand."

2:00 P.M. - Mr. Morton Miller, Vice President and Chief Actuary, Equit-
able Life Assurance Society of the United States, N. Y.

Topic: "Patterns for the Future."

2:30 P.M. - Blair J. Henningsgaard, M.D., Astoria, Oregon, Chairman of

the Board of Directors of AMPAC.

Topic: "Political Action and the Physician."

This will be a highly important educational conference for the leader-

ship of county medical societies and the Tennessee Medical Association.



TENNESSEE LABORATORY ACT . . This Act was passed by the 1968 session
of the General Assembly, the regulations to the Act being approved on

May 6, 1968. Copies of the regulations are being distributed to each

hospital and independent laboratory in the state . . . Several facts

about the Act and its implementation should be made known . . . These

are; (1) July 1, 1968 was the date on which implementation of the Act

began; (2) applications for licensure of medical laboratories and medi-

cal laboratory personnel are being mailed subsequent to last July 1; (3)

the licensure examinations are to be given during the periods of July 1

to October 1, 1968; (4) the examinations are being given in six cities

in the state; (5) the examinations are given on four levels; director,

supervisor, technologist and technician; (6) individuals are allowed to

take a general examination, which contains questions on hematology,

clinical chemistry, microbiology, immunohematology and serology, or an

examination in one specialty; (7) individuals working in laboratories

on July 1, 1968 will be allowed to take the examination of their choice

if their qualifications are reasonably close to the established require-

ments ; (8) the license fee of $10 entitles an individual to take one

examination but each additional examination will cost the individual $12.

sjc sjc

COMPREHENSIVE HEALTH CARE COVERAGE ... For all with direct income

tax credits to some who cannot pay the full premium has been proposed by

the AMA Committee on Health Care Financing ... It calls for pilot pro-

jects with a voluntary "community health services fiscal agent" handling

the financing, and medical societies to provide peer utilization review

and assistance in quality control.

^ 9(C

TMA COMMITTEE ON CONTINUING EDUCATION ... The TMA Board of Trustees,

at its quarterly meeting on July 28th, established a Committee on Con-

tinuing Medical Education to be chairmaned by Dr. R. H. Kampmeier, Nash-

ville, Editor of the TMA Journal . . . The proposed federal Health Man-

power Act calls for recertification for licensure of doctors each year

unless they meet certain educational requirements . . . Continuing medi-

cal education of the physician should be conducted by the doctor’s

medical organization and not turned over to a government agency . . .

More information will be forthcoming on the work of this new Committee

and its activity as the program gets underway.

STEPPED UP TMA ACTIVITIES . . . Your state medical Association will spon-

sor a number of worthwhile and informative special meetings and confer-

ences . . . These include the fifth State and County Medical Society

Officers Leadership Conference next November 17th; the continually grow-

ing Rural Health Conference to be held in Cookeville on October 16th

. . . TMA will co-sponsor with the Tennessee Hospital Association, a

joint educational conference on October 11 and 12, in Nashville, for

chiefs of staff, trustees of hospitals and administrators ... In addi-

tion, IMPACT sponsored a workshop in Nashville on September 7.



Hadley Williams, Public Service Director

CHAMPUS PROGRAM "OVERCHARGES" EXPLAINED AND REFUTED . . . Many physi-

cians may have seen an early August newspaper article with a Washington,

D.C. dateline which stated in part that . . . "the Defense Department

has reimbursed 3,500 military dependents for a total of $54,000 in over-

charges by civilian doctors this year." The article went on to state

that the Air Force Times, an independent service journal, had reported

total overcharges for the year would probably exceed $100,000 and that

those paid thus far averaged about $12.50 per patient. Both the UPI and

AP wire services carried the story. In reality, nn overcharges are in-

volved. CHAMPUS, which pays for civilian care of dependents of active

duty members of the uniformed services and for retirees and their de-

pendents, pays in the same fashion as Medicare. The program establishes

"reasonable charges" in the same fashion as Medicare, based on the

physician’s usual and customary charge and the prevailing charge in the

area, and CHAMPUS pays 80% of this amount. Also as in Medicare, the

physician may accept assignment or may bill the patient directly. If he

direct bills, CHAMPUS will pay 80% of the charge to the patient with the

patient responsible for the difference. In the cases referred to in the

wire service reports, patients had paid their physician only to discover

they would be reimbursed 80% of the physician’s charge. The Department

of Defense determined that patients under the program had not been ade-

quately informed as to their responsibilities under the program and

agreed to pay the difference directly to the patients until such time

as the program is adequately explained to the recipients. Thus, no

"overcharge" was involved. Only a small portion of the total program

was concerned since some 6 million individuals and $200 million are in-

volved in the CHAMPUS program. Physicians treating CHAMPUS recipients

should make it clear that the patient will be responsible for the

amount over and above the 80% amount the program will reimburse just as

in Medicare, if direct billing is effected.

:<c *

COMMUNITY HEALTH WEEK NEAR . . . Community Health Week - 1968 will

be observed October 20-26 by state and county medical societies and

other members of the community health team who participate in this an-

nual public service program. Goals of the observance is to focus public

attention upon the continuing advances which have been made in medical

science and to stimulate public awareness of the growth, improved qual-

ity and increasing availability of health resources and facilities in

the community. All county medical societies are urged to utilize the



kit of material provided free by the AMA and to solicit the aid and

cooperation of other members of the health team in their community.

>;< ^ >!c

LABOR ASKS CONGRESS TO MAKE CHANGES IN MEDICAL SYSTEM ... A spokes-

man for the AFL-CIO has requested Congress to make "bold, fundamental
changes" in the health and medical system now employed in this country.

The proposals were advanced in testimony before a Senate Government

Operations Sub-committee and in view of the political power wielded by

union leaders, the recommendations are of interest as indications of fu-

ture legislative issues. Included were proposals for (1) The establish-
ment of a National Health Insurance System under social security; (2)

The allocation of "sizable government resources for the development of

comprehensive group-practice prepayment plans"
; (3) An extension of

Medicare to all social security beneficiaries and to additional health
and medical services; (4) Steps to control fees paid to physicians and

an elimination of Medicare's deductibles and co-insurance; (5) The

licensing of drug manufacturers by the Federal Government and the gen-

eric prescription of all drugs
;
and (6) Requiring hospitals under Fed-

eral programs to be staffed by physicians subject to the director of the

hospitals, and reimbursing the physicians on a per capita basis.

4: :)c % :)c

CONFERENCE SET FOR CHIEFS OF STAFF. ADMINISTRATORS AND TRUSTEES . . .

TMA and the Tennessee Hospital Association are co-sponsoring a day and

half forum October 11-12 for hospital medical chiefs of staff, adminis-

trators and members of hospital boards of trust. Site of the meeting

will be the Albert Pick Motel in Nashville. Problems of mutual concern

will be discussed during the forum. Of particular interest will be a

discussion of physician and hospital responsibility and inter-relation-

ship. Several outstanding national figures will participate on the

program and full particulars will be mailed to all hospitals and chiefs

of staff. It's one meeting all interested persons should make an effort

to attend.

U.T. TO STUDY TENNESSEE'S EMERGENCY MEDICAL SERVICES ... A Federal

grant of $91,848 has been awarded the University of Tennessee to make a

comprehensive study of the state's hospital emergency facilities, emer-

gency transportation and communications system. The TMA Committee on

Emergency Medical Services had requested such a study as well as the

formation of an advisory committee to the Governor. These recommenda-

tions were conveyed to the state's Chief Executive by the TMA President

last Fall. The TMA committee, under the chairmanship of Dr. C. Robert

Clark of Chattanooga, has also urged all county medical societies to

activate a committee on emergency medical services, to encourage commu-

nity hospitals to accept custodianship of packaged disaster hospitals

and hospital reserve disaster inventories, and to continue support of

medical self-help teaching programs. The initial portion of the state-

wide study will begin in Knoxville, Chattanooga and Upper East

Tennessee.



Some Observations on European Medicine
Having an inherent interest in organized medicine, I found it

only natural to make inquiries and observations of the practice of

medicine in England and the common market countries. This oc-

curred on a recent trip to Europe, the chief purpose of which was
to attend an excellent joint meeting of the German Surgical Asso-
ciation and the American College of Surgeons in Munich, Germany,
This was an excellent meeting and comparable to our best Ameri-
can specialty meetings as far as the content of the scientific pro-
gram and the commercial exhibits. One could easily spend a day
at the interesting exhibits of Leica, Ziess and the many German
instrument companies. I was particularly impressed with the ex-

hibit of the Johnannes Drescher Company of Dusseldorf, Germany, demonstrating their

new auto suture surgical stapling set. The American Company handling this set of auto
sutures is the United States Surgical Corporation.

To return to more generalized observations and comparisons of European medicine,
I was impressed and surprised that England had by far the most socialized type oj medi-
cal practice as compared to Germany, Italy, Switzerland and France. I base this state-

ment on the fact that in the above mentioned common market countries, all working peo-
ple have a free choice of physicians and a choice of hospitals; they likewise contribute be-
tween 30 and 60 percent of the cost of health care out of their paychecks and the re-

mainder comes from the employer. In addition many, if not the majority of workers,
take out additional coverage from private health insurance companies to supplement ad-
ditional costs and luxuries. It was interesting to learn that in most cases the individual
pays his bill and then turns in his expenses to the insurance company or federal agency
for a refund. This may take many weeks before reimbursement is received. Germany
has had some form of national health care since the late 19th century. For this reason,
many changes and improvements have been made, and other than Switzerland probably
has the best system. The President of the German Medical Association, Professor Doc-
tor, Ernst Fromm, in a recent talk considers that their form of medical practice is quite

similar to our type of private practice in the United States. Each doctor has a free choice
of how and where he desires to practice and whom he treats. The funds for the health
care plans are handled by several large private insurance companies and not directly by
the federal government (I presume similar to our large insurance companies and Blue
Cross plans as intermediaries for Medicare.) The doctor in England has very little to say
as to where and how he practices. Likewise the patient has practically no choice of a
physician after he accepts a panel M.D. If he needs hospitalization, he has to accept the
hospital and specialist to whom he is referred. I feel sure the American public, who ex-

pects and does receive personal attention of the physician of his choice, would be very
unhappy with this type of health care if the facts were known. It would be helpful to

have some evaluation of the quality of health care in the countries under discussion.

Of course this would be impossible for any individual to evaluate even after years of

study on the subject. With some hesitancy and perhaps considerable inaccuracy, I would
hazard a guess that the majority of the German and Swiss people and doctors are satis-

fied with their form of health care which appears to be adequate. Italy and France are

satisfied to a somewhat lesser degree. Rather surprisingly, the English people seem sat-

isfied with their so-called “free” socialistic form of health care. However, a large num-
ber of young English doctors continue to leave England which probably indicates dissat-

isfaction by many physicians with the English system. Undoubtedly this system imposes
considerable financial strain on the English government which already has a tremendous
tax burden.

In my opinion, the American public, the working class especially, would be very un-
happy with the socialistic type of medical care of England. Americans of all walks of

life desire and expect personal attention in their health care problems. It is the respon-

sibility of American medicine to properly inform the misinformed segments of our public.

Sincerely,

President

Dr. Newell
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EDITORIAL
We are all aware of the present day short-

age of Registered Nurses, Licensed Practi-

cal Nurses, Medical Technologists and other

paramedical personnel in our state. There

is every indication that this shortage will

continue to grow unless some way can be

found to attract more people into health ca-

reers.

In 1965 the Tennessee Hospital Education

and Research Foundation was started in an

attempt to interest more young people in

entering health careers. This foundation is

being financed by contributions from The
Tennessee Medical Association, Tennessee

Hospital Association, Medical Auxiliaries,

individual hospitals and by business firms

and individual business men throughout the

state. A subsidiary of the foundation. The
Tennessee Health Careers Program has

been organized and much preliminary work

has been done in attempting to recruit indi-

viduals to work in hospitals and doctor’s

offices.

A survey by Tennessee Health Careers in-

dicates that over the next five years there

will be opportunities in Tennessee for ap-

proximately 7,000 Registered nurses, and
about 5,000 other paramedical specialists

such as Medical Technologists, Laboratory

Assistants, Radiologic Technologists, Inha-

lation Therapists, Occupational Therapists,

Physical Therapists, Dietitians, and Medical

Record Librarians as well as other persons

engaged directly in the care of the patients.

Liaison has been established with guid-

ance counselors in the schools of the state

and a guidance counselors manual has been

prepared and distributed for their use.

The somewhat limited staff of the Tennes-

see Health Careers Program is attempting

to reach as many students at the high school

and junior high school level as possible.

Obviously this staff of three individuals

cannot effectively reach all of the potential

health career personnel. Every effort is

being made to enlist public advertising

media such as radio, television and bill-

boards in getting the information to persons

who might be interested.

Now that adequate funding has been ob-

tained for the first time, the Tennessee

Health Careers Program is attempting to

“blanket” the state with health careers in-

formation and create a broad strong envi-

ronment for professional recruiting in the

field. The help of physicians in the state is

needed to personally present the opportuni-

ties to young people with whom they come
in contact and to speak to school groups

when asked to do so.

An attractive placard with an envelope to

contain brochures, to which is attached a

post card addressed to Tennessee Health

Careers for additional information, is being

printed. It is hoped that these will be

placed in doctors waiting rooms and that

the physicians will take the time to talk

with any of their young patients who in-

quire about the health careers program.

The board of directors of the Tennessee

Hospital Education and Research Founda-

tion, at its last meeting, requested that a

speakers bureau be established in each

county, composed of physicians who are

willing to talk to schools or other lay

groups on the opportunities in health ca-

reers. Where no full time office staff is
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maintained by a county medical society the

local hospital administrator will be asked to

receive requests for speakers and relay this

to the appropriate physician. A profession-

ally prepared slide presentation which can

be used either with a taped narration or a

prepared script is available.

As the group that is most interested in ad-

equate health care for the patients it is

hoped that the physicians throughout the

state will lend their financial, moral and
physical support to this program.

Additional information for physicians or

for persons interested in entering health ca-

reers can be obtained from, “Health Careers

for Tennessee, 214 Reidhurst Avenue,
Nashville, Tennessee 37203.”

There is little need to say to the practic-

ing physician that the time is now and the

need is critical. We must move as a profes-

sion to try to insure a supply of medical and

paramedical personnel for the future.

J. L. Farringer, M.D.

Member Board of Trustees (for TMA)

,

Tennessee Hospital Education and

Research Foundation

SPECIAL ITEM

When Care Furnished to ECF Patients

Can Be Covered by Medicare

To assure prompt and equitable determi-

nations as to whether care furnished to pa-

tients in extended care facilities is covered

and can be paid for under Medicare, the un-

derstanding and cooperation of physicians,

hospitals, ECFs, utilization review commit-

tees, intermediaries, and carriers are vital.

We hope this message will help to achieve

these objectives.

A. What Is “Extended Care”? The covered

level of care provided when the patient’s

condition upon his discharge from a hos-

pital requires him to be in an institution

for the 'primary purpose of receiving con-

tinuous skilled nursing services and other

professional services.

B. What Are “Skilled Services”? A skilled

service is one which must be furnished by

or under the supervision of trained medi-

cal or paramedical personnel. A service

is not skilled merely because it is per-

formed by a trained medical or paramedi-

cal person. A service which can be safely

and adequately self-administered or per-

formed by the average, non-medical per-

son, without the direct supervision of

trained medical or paramedical person-

nel, is a non-skilled service without re-

gard to who actually provides the service.

C. What Is “Noncovered Care”? Any level

of care less intensive than extended care.

Formerly, all noncovered care was re-

ferred to as “custodial care.”

D. What Are The Responsibilities Of The
Attending Physician And Hospital? The
attending physician customarily plans in

advance for the needs of his patient in-

cluding, where appropriate, transfer from

a hospital into an extended care facility.

The hospital can and should aid in this

planning process. Following is the pre-

ferred approach:

1. While the patient is in the hospital, a

medical information summary should

be prepared including the physician’s

orders for the patient’s care in the fa-

cility, a profile of the patient’s condi-

tion, and the services expected to be

needed.

2. This summary should be submitted by

the hospital to the facility prior to the

time of the transfer of the patient.

3. If the summary is to be incorporated

into a form, it may be incorporated

into a standard form agreed to by the

intermediary and the providers of ser-

vice.

When this information has not been submit-

ted in advance as indicated above, alternate

approaches should be used to supply the

needed information. We have been advised

by the medical profession that good patient

care requires the extended care facility to

have available by the time of admission, in

writing, the required patient care informa-

tion. The written data may in some in-

stances be preceded by telephone orders

which would make possible advance prepa-

rations for care.
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E. What Procedures Should Extended Care

Facilities Follow? If adequate informa-

tion is received, requiring it to furnish

skilled services which are obviously cov-

ered care, no special action need be taken

by the ECF. However, if the ECF thinks

there could be reasonable doubt upon ad-

mission that the care is covered (or if,

during the ECF stay, there is a significant

change in the level of care), it should

take these steps:

1. Complete a “medical information

form” or equivalent (by the ECF’s

director of nursing services, the charge

nurse, or a physician) based on the at-

tending physician’s orders and the

transfer hospital’s medical informa-

tion. A copy of the hospital’s medical

information summary or the attending

physician’s orders would generally be

an acceptable substitute.

2. Forward this medical information to

the intermediary within 48 liours of

admission or when a change in the

level of care raises doubts as to cover-

age.

3. The utilization review committee

should review promptly each admis-

sion where there is a question of

whether the required level of care is

covered to help screen out claims for

care which are obviously noncovered.

4. To minimize the need for recontact by

the intermediary, the utilization re-

view committee should record the

skilled services it considers to justify

extended care on a medical informa-

tion or other form, and the informa-

tion should be included with any sub-

mission of utilization review commit-

tee findings by the extended care facil-

ity to the intermediary.

F. What Actions Will The Intermediary

Take In Its Deterrriinations?

1. Process medical information forms

promptly and inform the ECF of the

results.

2. Where the care is deemed covered, re-

imburse the ECF as long as the patient

requires that level of care, up to the

maximum benefits.

3. Where the ECF is conscientiously

carrying out the procedures listed

above in each questionable case, the

intermediary will presume that a case

with unclear evidence is covered up to

the time when the ECF is advised that

additional evidence and evaluation by
the utilization review committee is re-

quired. However, if the ECF has not

been following the recommended pro-

cedure for questionable cases de-

scribed above in (E), retroactive de-

nial may be made back to the date of

admission or any subsequent date es-

tablished by the evidence.

U.S. Department of Health, Education, and
Welfare, Social Security Administration July,

1968.

IN MEMORIAM

McClary, Spencer Boyd, Etowah. Died August

6, 1968, Age 59. Graduate of University of Ten-
nessee College of Medicine, 1931. Member of

McMinn County Medical Society.

Davis, Charles W., Humboldt. Died July 23,

1968, Age 60. Graduate of Vanderbilt University

School of Medicine, 1938. Member of Consoli-

dated Medical Assembly.

Bokat, Michael A., Nashville. Died July 22,

1968, Age 33. Graduate of Albert Einstein College

of Medicine, 1961. Member of Davidson County
Medical Society.

Ledbetter, James A., Dyersburg. Died July 18,

1968, Age 86. Graduate of Memphis Hospital

Medical College, 1909. Member of Northwest
Tennessee Academy of Medicine.

Adams, Julian B., Lookout Mountain. Died
July 8, 1968, Age 52. Graduate of University of

Louisville School of Medicine, 1954. Member of

Chattanooga-Hamilton County Medical Society.

Pearce, John C., Jackson. Died July 8, 1968,

Age 63. Graduate of University of Tennessee

College of Medicine, 1933. Member of Consoli-

dated Medical Assembly.

Smith, Joe Taylor, Knoxville. Died July 8,

1968, Age 70. Graduate of Vanderbilt University

School of Medicine, 1923. Member of Knoxville

Academy of Medicine.

Kraemer, Willis F., Knoxville. Died June 6,

1968, Age 70. Graduate of Vanderbilt University

School of Medicine, 1923. Member of Knoxville

Academy of Medicine.

Dooley, Lucile, Knoxville. Died August 5, 1968,

Age 84. Graduate of Johns Hopkins University

School of Medicine, 1922. Member of Knoxville

Academy of Medicine.
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PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

The Journal takes the opportunity to welcome
these new Tennessee Medical Association mem-
bers.

KNOX COUNTY MEDICAL SOCIETY
Amoz Chernoff, M.D., Knoxville

Robert D. Lange, M.D., Knoxville

John T. Purvis, M.D., Knoxville

Alan Solomon, M.D., Knoxville

Paul T. Wooten, M.D., Knoxville

NASHVILLE ACADEMY OF MEDICINE
J. Douglas Trapp, M.D., Nashville

SHELBY COUNTY MEDICAL SOCIETY
James Spencer Bell, M.D., Memphis
Ernest Lowery Cashion, M.D., Memphis
Charlene Poland Holton, M.D., Memphis

Maury County Medical Society

The regular meeting of the Maury County
Medical Society was held on August 5th at

the Maury County Hospital, Columbia.

The speaker for the evening was Dr. Oscar

Carter of Nashville, who spoke on “Simple

Urological Procedures.” Following the pre-

sentation by Dr. Carter and announcements

of forthcoming events of TMA, the mem-
bers of the Society convened in business

session.

Montgomery County Medical Society

The regular bi-monthly meeting of the

Montgomery County Medical Society was
held Tuesday, July 16. The featured

speaker was Dr. Eugene C. Klatte, Chief of

Radiology, Vanderbilt Medical School. Dr.

Klatte spoke on the subject, “The History

and Present Status of Radiology and Ra-

diological Techniques.”

At the May meeting of the Society, the

group voted to invite any medical students

from the Clarksville area to be the guests of

the Society at its next regular meeting.

Three students who have recently com-

pleted their premedical training and who
are to enter medical school this Fall at-

tended. In addition, two new members
were added to the membership of the Soci-

ety.

Nashville Academy of Medicine
Davidson County Medical Society

Dr. Jerry Francisco, Memphis forensic

pathologist, was guest speaker at the dinner

meeting of the Academy on September
10th. Dr. Francisco discussed “Criminal In-

vestigation: the Medical Examiner’s Role.”

A brief panel discussion of future Acad-
emy programs preceded Dr. Francisco’s pre-

sentation. Dr. Eugene Regen, Jr., Program
Committee Chairman, Dr. Clarence Wood-
cock, and Dr. Spencer Thornton summa-
rized views on medical society programs, in

order that Academy members could consid-

er the type of presentations preferred. The
meeting was held in the auditorium of

Baptist Hospital.

Knoxville Academy of Medicine

The August 13th meeting of the Academy
was held at Eastern State Hospital. A busi-

ness meeting was held in the cafeteria and
in lieu of the regular scientific program,

members of the Academy toured the facili-

ties of the hospital.

Memphis-Shelby County Medical Society

The Society met in the Auditorium of the

Institute of Pathology, University of Ten-

nessee, on August 6th. The program con-

sisted of a panel discussion on the “Mid-

South Medical Center Council,” moderated

by Dr. B. G. Mitchell, President of the

Memphis-Shelby County Medical Society.

Panelists included: Mr. Frank Norfleet

(Principal Speaker)
,
Dr. Jim Pate and Mr.

Norman Casey. A question and answer ses-

sion followed the presentation.

NATIONAL NEWS

The Month in Washington

(From Washington Office, AMA)

“Improving the quality of life in this

country requires that far greater national
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effort be devoted to reducing the incidence

of preventable diseases, accidents and pre-

mature death.” This was the theme of a

proposal to President Johnson to establish a

Commission on Disease Prevention and
Health Protection, appointed by the Presi-

dent, to make recommendations within a

year.

The President was told that “to continue

the present national emphasis upon treat-

ment and after-the-fact remedies, as op-

posed to prevention, must be regarded as a

failure of the health professions to ade-

quately protect the public.”

Sponsors of the plan, headed by Sen.

Warren Magnuson (D., Wash.)
,
Chairman

of the Senate Commerce Committee, said:

“Many of the diseases currently prevalent

can be prevented entirely. Others can be

detected and cured in the early stages. In

some cases, it is simply a question of instill-

ing awareness, recognizing symptoms or the

importance of diet, and exercise. Technical

personnel and automated laboratory and

computerized recording procedures can uti-

lize known techniques to operate compre-

hensive screening programs. These preven-

tion and early detection programs can save

money and conserve scarce physician time.

People can be educated to expect health

rather than to tolerate illness, to demand
prevention rather than to admire belated

treatment.

“Benefits can be derived through legisla-

tion. Others will accrue through public

and professional education. Still further

benefits would come from financial support

for special professional and non-profes-

sional training in the practice of preventive

medicine. The following are just a few ex-

amples of things that can be done now. For

example, we now have the authority to

clean the polluted air over most of the

major urban areas of this country.

“Other approaches include new methods

of paying for and organizing health ser-

vices. We, at present invest huge sums in

medical care, through public and private

support. The same means of coverage,

however, such as Title XVIII, do not pro-

vide for ‘health protection’: there is no pay-

ment for periodic health appraisal on an

out-of-hospital basis, with provision for fol-

low-up care. This should include individ-

ual and group counselling services neces-

sary for health maintenance, given by a

physician or other health professional.”

The Magnuson group said that “despite

the convincing case for prevention, about

two-thirds of all medical schools do not

have departments of preventive medicine.

This lack is appalling. We should at once

encourage the establishment, or strengthen-

ing, of these departments in all medical

schools, and emphasize a more realistic

training program for the physicians of to-

morrow.”

The 1968 supplemental report on Smoking
and Health of the Surgeon General of the

Public Health Service reaffirmed that ciga-

rette smoking is a health hazard. The re-

port was sent to Congress the same day as a

Federal Trade Commission recommendation
that cigarette advertising be banned from

television and radio. Highlights of the

smoking report were:

—New evidence indicating that the life

expectancy among young men is reduced by
an average of eight years in “heavy” ciga-

rette smokers, those smoking over two
packs a day, and an average of four years in

“light” cigarette smokers, those smoking

less than one half pack per day.

—Cigarette smoking can contribute to the

development of cardiovascular disease and

particularly to death from coronary heart

disease. Some of the harmful cardiovascu-

lar effects appear to be reversible after ces-

sation of cigarette smoking.

—New evidence that the previous finding

that cigarette smoking is the most impor-

tant cause of chronic bronchopulmonary

disease in the United States.

—Additional evidence that cigarette

smoking is a main cause of lung cancer in

men and is casually related to lung cancer

in women.

Dr. Robert Q. Marston was appointed to

succeed Dr. James A. Shannon as director

of the National Institutes of Health, effec-

tive September 1. Dr. Marston, 45, had

been administrator of the NIH’s Health Ser-

vices and Mental Health Administration

since April 1. He went with the NIH in

1966 as the first administrator of the Heart
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Disease, Cancer and Stroke Regional Medi-

cal Programs. Before that, he had been

vice chancellor and dean of the University

of Mississippi Medical School.

Dr. Marston, in accepting his new post,

listed knowledge first and then money and

manpower as the key factors in future im-

provements in the health of Americans.

“The ultimate constraint of our ability to

effect the health of the people is neither

dollars nor manpower, but the knowledge

gained through research. A major problem

of the future will be to insure institutional

stability, during times of manpower and

fiscal shortages on which future (medical

research) success is dependent.”

In appointing Dr. Marston, President

Johnson said the new NIH director faces a

“staggering job” because not only the

United States, but the entire world needs

“rescue from death and disability that med-
ical research promises.”

Johnson expressed the hope that Dr. Mar-
ston’s leadership in research would play an

important role in an effort to reduce the

death rate from serious diseases by 10 per-

cent by 1976.

The John E. Fogarty International Center

for Advanced Study in the Health Sciences

has been established in memory of the late

Rhode Island congressman who was a

leader in health legislation for many years.

Congress provided an initial appropriation

of $500,000 for the new center to start oper-

ation in the National Institutes of Health

until its own building is completed. The
center’s first director is Dr. Milo D. Leavitt,

Jr., who had been director of the NIH Office

of Program Planning.

U. S. Attorney General Ramsey Clark ap-

pealed for broad support and cooperation of

the public in enforcement of the laws

against marijuana and LSD. Otherwise, he

said, the law cannot be enforced effectively.

Enforcement must be accompanied by re-

search and education, he said and added:

“The youth of today are extremely sophisti-

cated about drugs, and they are also highly

selective of the wave lengths they tune in

on—the channels of information they se-

lect.”

President Johnson named a special com-
mittee to develop a five-year program for

providing more effective birth control. The
study committee will be headed by HEW
secretary Wilbur J. Cohen, Mrs. John D.

Rockefeller, HI, N.Y., will serve as his co-

chairman. An official said one matter to be

studied would be the fact that present

methods of contraception are not adequate.

He said the so-called “pill” is too expensive

for widespread use in some areas and it was
difficult to educate illiterate people in its

use.

The National Institutes of Health has

asked processors of whole pooled human
blood plasma to halt its interstate shipment

because the substance has been causing

hepatitis, an infection of the liver, in one

out of 10 patients receiving transfusions.

The move is expected to halt use of most

such plasma of which about 300,000 pints

are given annually to about 100,000 patients

in the United States. The agency acted on

a report issued in April by the National Re-

search Council saying use of whole pooled

plasma should be discouraged and even dis-

continued because of the hepatitis danger.

The Senate Health Subcommittee was
told that the nation talks more and does less

about its 5 million alcoholics than any of its

other health problems. Michael Gorman, a

spokesman for the National Council on Al-

coholism, said that the losses from alcohol-

ism are now running about $2 billion a year.

Dr. Philip R. Lee, Health, Education and

Welfare Assistant Secretary, supported

Gorman. According to Dr. Lee, alcoholism

was an “enormous economic liability to the

nation” in terms of job absenteeism, low-

ered productivity, and medical insurance

expenses.

MEDICAL NEWS
IN TENNESSEE

Tennessee Valley Medical Assembly

The 16th annual Tennessee Valley Medi-

cal Assembly, held September 13-14 in the

Memorial Auditorium, Chattanooga, was

highlighted by an address by the President
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of the American Medical Association, Dr.

Dwight L. Wilbur.

Other speakers and their subjects were:

Dr. Oliver H. Beahrs, professor of surgery,

Mayo Graduate School of Medicine and
head of the Division of Surgery, Mayo
Clinic, Rochester, Minn., “Surgical Manage-
ment of Parotid Tumors”; Dr. Robert S.

Stempfel, Jr., professor and chairman of the

Department of Pediatrics, University of

California Medical School, “Genital Ambi-
guity: Sex Assignment and the Physician”;

Dr. George V. Taplin, professor of radiology

and chief. Division of Nuclear Medicine,

Laboratory of Nuclear Medicine, Los An-
geles, Calif., “The Unilateral Renal Dis-

ease”; Dr. John D. Young, Jr., professor of

urology. University of Maryland, Baltimore,

Md., “Contributing Causes and Treatment
of Urinary Tract Infections”; Dr. Bernard
Lown, associate professor of cardiology.

Harvard School of Public Health, Depart-

ment of Nutrition, Boston, Mass., “The Use
of Digitalis Glycosides”; Dr. I. V. Ponseti,

professor. Department of Orthopaedic Sur-

gery, University of Iowa, “Skeletal Growth
Anomalies in Children”; Dr. P. E. Bernatz,

associate professor of surgery, Mayo Gradu-
ate School of Medicine and Consultant, Sec-

tion of Surgery, Mayo Clinic, “Aoroto-iliac

Repair”; Dr. J. Engelbert Dumphy, profes-

sor and chairman. Department of Surgery
at the University of California in San Fran-

cisco, “The Management of Upper and
Lower Gastrointestinal Hemorrhage”; Dr.

Albert I. Mendeloff, director of the Division

of Gastroenterology, Department of Medi-
cine, Johns Hopkins University, Baltimore,

Md., “Aspects of Inflammatory Bowel Dis-

ease”; Dr. M. B. Dockerty, professor of Pa-

thology, University of Minnesota School of

Medicine, Mayo Graduate School, “Colonic

Polyps—Benign and Malignant”; Dr. Denis

Cavanagh, professor and chairman. Depart-

ment of Gynecology and Obstetrics, St.

Louis University, St. Louis, Missouri, “Sep-

tic Shock in the Pregnant Woman”; Dr.

Robert H. Furman, associate director of re-

search, head of cardiovascular section. Med-
ical Research Foundation, Oklahoma City,

“A Practical Approach to the Prophylaxis

of Coronary Artery Disease”; Dr. Byrd S.

Leavell, professor and head. Department of

Medicine, University of Virginia, Char-

lottesville, Va., “Diagnosis of Patients with

Anemia”; Dr. Charles H. Best, professor

emeritus, head. Department of Physiology

and director. Banting and Best Department
of Medical Research at the University of

Toronto, “Forty-seven Years of Insulin”;

and Dr. R. B. Turnbull, head. Department
of Colon and Rectal Surgery, Cleveland

Clinic Foundation, Cleveland, Ohio, “Can-

cer of the Colon: The Influence of the no-

touch Isolation Technique on Survival

Rates.”

Panel Discussions: “Diagnosis and Man-
agement of Thromboembolism” moderated

by Dr. Paul M. Ageler, professor of medi-

cine, University of California School of

Medicine. “Problems in the Management
of Diabetes” by Dr. James M. Moss, Clinical

Professor of Medicine, Georgetown Univer-

sity School of Medicine, Washington, D.C.

“The Staging and Treatment of Patients

with Malignant Lymphoma” and “Chem-
otherapy of Cancer” by Dr. Byrd S. Leavell

and Dr. Robert D. Sullivan, director of the

Department of Cancer Research, Lahey
Clinic Foundation, Boston, Massachusetts.

The annual assembly banquet featured

“The Singing Doctors” from the Greene
County Medical Society, Springfield, Mis-

souri.

Dr. Wayne Gilley served as chairman for

the 1968 meeting with the assembly foun-

der, Dr. William G. Stephenson.

University of Tennessee

College of Medicine

New Faculty—Dr. James R. Harp, assist-

ant professor, anesthesiology, was formerly

attending anesthesiologist at a hospital in

Lake Worth, Florida. . . . Dr. Ken Hashi-

moto, associate professor of medicine, divi-

sion of dermatology, was formerly assistant

professor of dermatology at Tufts Univer-

sity School of Medicine in Boston. Dr.

Hashimoto will hold positions both at UT
and the Veterans Hospital. . . . Dr.

Winfred L. Wiser, associate professor of ob-

stetrics and gynecology, was previously on

the staff of the University of Mississippi

School of Medicine.

The Medical Units plans a regional pro-

gram in nuclear medicine and has an-
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nounced the appointment of Dr. Ben I.

Friedman to direct the program. Dr. Fried-

man will hold a joint appointment as pro-

fessor of radiology and medicine as well as

director of the nuclear medicine program.
Dr. Friedman is a graduate of the Univer-
sity of Cincinnati College of Medicine and
served as associate director of the radioiso-

tope laboratory at the Cincinnati Medical
Center which he helped develop into one of

the largest such centers in the nation.

Dr. Elizabeth Ann Rush, who joined the

UT Memorial Research Center at Univer-

sity Hospital, Knoxville, in June, has been
awarded a $21,000 fellowship from the Leu-
kemia Society of America. Dr. Rush and
Dr. Alan Solomon will study unusual
gamma globulins found in leukemia pa-

tients.

Meharry Medical College

Meharry Medical College has been
awarded two grants totaling more than

$107,000. The college’s Oral Cancer Detec-

tion Center received a $68,924 grant from
the U.S. Department of HEW. The grant

will be used for early detection and control

of oral cancer.

The other grant from the National Insti-

tute of Mental Health, totaling $38,097, will

be used for the development of behavioral

sciences—psychology, sociology, and an-

thropology—at Meharry. The funds will

allow Meharry to hire instructors in these

areas to teach freshmen and sophomore

medical students.

Treatment of Hodgkin's Disease

A nation-wide protocol involving 26 insti-

tutions has been organized to evaluate the

effect of treatment on Stage I and II Hodg-

kin’s disease. Following careful initial

evaluation patients are randomly selected

for either treatment of areas of involvement

only or for treatment of areas of involve-

ment plus adjacent lymph node sites.

Treatment is two doses of 4,000 rads in four

to five weeks with megavoltage irradiations.

Principal investigators are:

Dr. Allan Green, Director of Radiother-

apy, the Baptist Hospital in Memphis, and
Dr. William Caldwell, Director of Radio-

therapy, at Vanderbilt and the VA Hospital,

Nashville. The program is supported by
the National Cancer Institute.

PERSONAL NEWS

Dr. Jerry Atkins, Huntingdon, has been chosen

as chief of staff at Carroll County General Hospi-

tal, succeeding Dr. J. T. Holmes of McKenzie.
New staff officers with Dr. Atkins are Dr. J. H.

Robertson of McKenzie, vice chief, and Dr. Dan
Riddick of Huntingdon, secretary.

Dr. Harwell Wilson, professor and chairman of

the Department of Surgery, University of Tennes-

see, participated in the meeting of the Society of

Surgery of the Alimentary Tract, held in San
Francisco on June 15-16. Dr. Wilson is past pres-

ident of the Society and a member of the Council.

Dr. C. Robert Clark, Chattanooga, announces
the association of Dr. H. Barrett Heywood in the

practice of orthopaedic surgery at 210 Medical

Arts Building. A native of Chattanooga and a

graduate of Vanderbilt University, Dr. Heywood
received his M.D. degree from Emory University

Medical School, interned at Grady Memorial Hos-
pital in Atlanta, and received postgraduate train-

ing in orthopaedic surgery at Duke University

Medical Center.

Dr. Fred Hatch, director of the hemodialysis

unit of the City of Memphis Hospitals addressed

the Memphis Kiwanis Club on July 28th. Dr.

Hatch is associate professor of medicine and
director of the kidney disease section at the Uni-

versity of Tennessee.

Dr. Frank S. McKnight, Somerville, has been

re-elected to active membership in the American
Academy of General Practice.

Dr. Glenn E. Horton, Memphis, served for the

ninth consecutive year (by invitation) as demon-
strator and panelist on the American Medical As-

sociation Special Exhibit on Pulmonary Function

Testing in San Francisco with his topic, “Value of

Pulmonary Function Testing in the Allergic Re-

spiratory Diseases.” He also participated as a

member of the Medical Advisory Board of the

American Association for Inhalation Therapy, as

the appointed representative of the American Col-

lege of Allergists.

Dr. Alvin J. Ingram, clinical associate professor,

orthopaedic surgery, Memphis, was elected secre-

tary-treasurer of the AMA and secretary of its

Board of Trustees at the Association’s annual

meeting in San Francisco, June 16-20.

Dr. William K. Dwyer has opened offices for the

practice of general surgery at 503 Doctors Build-
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ing, 744 McCallie Avenue, Chattanooga. Dr.

Dwyer received his M.D. degree from the Univer-

sity of Tennessee School of Medicine in 1960 and
interned at Michael Reese Hospital and Medical

School in Chicago. Following completion of ser-

vice in the Army, he served a four year surgical

residency at U.T. and City of Memphis Hospitals.

During the past year. Dr. Dwyer has completed a

fellowship in general surgery at the Lahey Clinic

in Boston.

Dr. Joseph W. Johnson, Jr., Medical Director of

Interstate Life & Accident Insurance Company,
has been promoted from vice president to a senior

vice-president. Dr. Johnson became associate

medical director of the Company in 1946 and was
elected medical director, as well as a member of

the board, the following year. He has been a

member of the executive committee since 1958.

Dr. Jimmy R. Noonan has returned to Dyers-

burg and entered the practice of internal medi-

cine. He is associated with Drs. Thomas Johnson,

W. I. Thornton, William F. Craddock and William

O. Murray, with offices in the Dyersburg Medical

Building.

Dr. J. H. Carr, Oakdale, has been elected chair-

man of Morgan County Health Board, succeeding

Dr. A. B. Piper, who has moved to Knox County.

Dr. Robert E. Dougherty was guest speaker at a

meeting of the Knox County Unit of the American
Cancer Society on July 8th.

Dr. David L. Gullett has opened his offices at

419 Franklin Street, Clarksville, for the practice of

internal medicine. Dr. Gullett is a native of West
Liberty, Kentucky and received his schooling at

the University of Kentucky, Lexington. He
served his internship at St. Thomas Hospital,

Nashville.

Dr. William J. Acuff, Knoxville surgeon and
director of medical education at St. Mary’s Hospi-

tal, has resigned the directorship to devote full

time to private practice.

Dr. Daniel A. Brody, Memphis, chairman and

professor of cardiovascular diseases, was elected a

member of the American Association of Physi-

cians.

Dr. J. Douglas Trapp, Nashville, has joined Dr.

Robert H. Edwards in the practice of urology.

The Middle Tennessee Psychiatric Clinic has re-

located its offices to 2011 Ashwood Ave., Nashville.

Dr. Jason Starr, Memphis, professor of medi-
cine, endocrinology, has been named a member of

the American Society of Clinical Investigation.

Dr. H. Schapiro, Memphis, assistant professor of

anatomy and surgery, has been advanced to full

membership in the American Gastroenterological

Association.

Dr. Richard A. Ewing III, Nashville, has an-

nounced opening of an office for the practice of

general surgery, Hubbard Hospital.

BOOK REVIEW

TODAY’S HEALTH GUIDE. Edited by W. W.
Bauer, M.D. American Medical Association,

Department of Health Education. Revised Edi-

tion. 595 pages. 1968. Price $5.00

This is the revised edition of the Guide which
was published in 1965. It met with much success

and thus has been brought up to date. The
Health Guide is not a “doctor book” of which a

copy was found in almost every home a genera-

tion or two ago. In the days of rural life, no or

few telephones, muddy roads and difficulties in

communication, the “doctor book” of the past

was one to which reference was often made.
Today’s Health Guide serves a different func-

tion. Its purpose is to make available for the in-

telligent home maker information about physiol-

ogic and anatomic knowledge aiding in education

of the family in the human organism and its

physiologic functions.

More importantly, it points to the role of pre-

ventive medicine in terms of avoidance of acci-

dents, nutrition and adequate feeding, home
nursing care and the like. For the knowledgea-
ble family such information means earlier con-

sultation with the physician if things go awry.

Physicians may safely recommend this book to

the home maker of their families.

ANNOUNCEMENTS

Calendar of Meetings, 1968

Oct. 4-6

Nov. 7-8

Nov. 17

Oct. 1-4

Oct. 4-8

Oct. 11-19

State

Tennessee Society of Radio-

logical Technologists, Grey-
stone Hotel, Gatlinburg

Tennessee Academy of Gen-
eral Practice Scientific Assem-
bly and Congress of Delegates,

Civic Auditorium, Gatlinburg

TMA State and County
Officers Leadership Confer-

ence, Hermitage Hotel, Nash-
ville

National

American Roentgen Ray Soci-

ety, Jung Hotel, New Orleans

International Congress on Dis-

eases of the Chest (Sponsored

by Council on International

Affairs of American College of

Chest Physicians), Washing-
ton-Hilton Hotel, Washington,

D.C.

American Society of Clinical
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Oct. 12-18

Oct. 14-18

Oct. 17-19

Oct. 19-23

Oct. 19-24

Oct. 27

Oct. 27-30

Oct. 27-Nov. 1

Oct. 27-Nov. 1

Nov. 14-16

Nov. 18-21

Nov. 21-24

Dec. 1-4

Dec. 7-12

Dec. 9-11

Pathologists, Fontainebleau
Hotel, Miami Beach, Fla.

College of American Patholo-
gists, Fontainebleau Hotel,

Miami Beach, Fla.

American College of Surgeons
(Annual) Dennis Hotel, At-
lantic City, N.J.

Association of American Phy-
sicians and Surgeons (An-
nual)

,
Roosevelt Hotel, New

Orleans

American Society of Anesthe-
siologists, Washington Hilton

Hotel, Washington, D.C.

American Academy of Pediat-

rics, Palmer House, Chicago
American Association of

Ophthalmology, Palmer House,

Chicago (Public Affairs Work-
shop, October 26)

American College of Gastroen-

terology, Statler-Hilton, Bos-

ton

American Academy of

Ophthalmology & Otolaryngol-

ogy, Palmer House, Chicago

American Society of Plastic

and Reconstructive Surgeons,

Roosevelt Hotel, New Orleans

Southern Thoracic Surgical

Association, Puerto-Rico Sher-

aton, San Juan, PR.

Southern Medical Association,

New Orleans

American Heart Association,

Bal Harbour, Fla.

American Medical Association

(Clinical Convention) Miami
Beach, Fla.

American Academy of Derma-
tology, Palmer House, Chicago

Southern Surgical Association,

Boca Raton Hotel and Club,

Boca Raton, Fla.

AMA Clinical Convention

At no time in medical history has there been
such an explosion of scientific knowledge and
technology. And never has there been a greater

demand for physicians’ services. These factors

combine to burden the busy physician in his ef-

forts to keep abreast of the modern develop-

ments in medicine.

There is an abundance of fine scientific publi-

cations, but many hours of reading would be re-

quired to learn what can be gained by attending

the Clinical Convention of the American Medical
Association. It will be in Miami Beach, Florida,

December 1-4.

There will be 125 exhibits there reflecting the

latest developments in pharmaceuticals, medical

equipment and scientific endeavors.

The 22nd Clinical Convention is one of the best

ways of providing continuing education to the

busy physician. The scientific exhibits alone are

a good postgraduate course in medicine.

Special postgraduate courses will be offered in

diabetes, fluid and electrolyte balance and thy-

roid disease. In addition, there will be approxi-

mately thirty medical motion pictures and scien-

tific television programs will be shown live and
in color. For the physician who likes to discuss

the intricacies of his profession, there will be

clinical workshops and four breakfast round-

tables.

The AMA Clinical Convention is designed pri-

marily for the man in practice. The speakers

will read papers that will bring to the practi-

tioner the latest findings of others in his area.

See the October 21 issue of the Journal of the

American Medical Association for the complete

scientific program.

There is an unprecedented emphasis on and
need for continuing education. A great man-
power shortage has made it mandatory for the

physician to expand his knowledge and become
more versatile.

The Clinical Convention promises to be a stim-

ulating four days, worthy of the busy physician’s

time. Every physician is urged to take advan-
tage of this educational opportunity.

Name and Dates of the Mid-South

Postgraduate Medical Assembly Changed

The Officers and Board of Trustees of the

Mid-South Postgraduate Medical Assembly, after

much deliberation, have changed the name of

this organization to the “Mid-South Medical As-
sociation.” The former Mid-South Postgraduate

Medical Assembly met each year in February.
These dates have been changed. The Mid-South
Medical Association will meet annually for three

days in May, instead of February, in Memphis.
The next meeting will be May 21, 22, and 23,

1969.

Annual Meeting of Radiological

Technologists

The Tennessee Society of Radiological Tech-
nologists will have its annual meeting at the

Greystone Hotel, Gatlinburg, Tennessee, October
4-6, 1968. The Annual Banquet, to be held Sat-

urday evening October 5th, will honor all of the

radiologists in the state.

Pan-Pacific Surgical Association

The 11th Congress of the Pan-Pacific Surgical

Association will be held October 14-22, 1969 in

Honolulu, Hawaii, following the meeting of the

American College of Surgeons in San Francisco,

October 6-10, 1969.

The scientific program will consist of some 350

speakers in all surgical specialties. Concurrent
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meetings will be held in Colon and Anorectal
Surgery, General Surgery, Neurosurgery, Obstet-

rics & Gynecology, Ophthalmology, Orthopedic
Surgery, Otolaryngology, Plastic Surgery, Thor-
acic-Cardiovascular Surgery and Urology.

Included in the program will be meetings in An-
esthesiology and Radiology.

All scientific meetings will be held in the

morning, leaving afternoons free for sightseeing

and social events.

AAP Annual Meeting

Infectious mononucleosis—new developments,
the current status of organ transplantation, sex

education—the parent’s role, pediatric aspects of

cigarette smoking, the sudden death syndrome,
and drug use and abuse in adolescence will be
among the subjects examined during the 37th

annual meeting of the American Academy of Pe-
diatrics in Chicago, October 19-24.

Additional timely scientific subjects will be
presented during meetings of the Sections on Al-
lergy, Anesthesiology, Cardiology, Child Devel-
opment, Diseases of the Chest, Military Pediat-

rics, Pediatric Pharmacology, Surgery, and the

Committee on Urology. The meeting will also

feature numerous round tables, seminars, and a

full schedule of motion picture films.

Pathophysiology of Trauma

The Committee on Injuries of the American
Academy of Orthopaedic Surgeons will sponsor a

postgraduate course on the pathophysiology of

trauma October 30-November 2, 1968, at the

Sheraton Peabody Hotel, Memphis, Tennessee.

Invited to attend are orthopaedic surgeons,

neurosurgeons, general surgeons, and physicians

in general practice. The three-and-a-half-day
course will be held in cooperation with the Uni-
versity of Tennessee Medical School, Memphis.
The faculty of 25 physicians includes members

of the school’s staff and guest lecturers from five

states and Canada.
Registration fee is $125.00. Residents and in-

terns will be admitted for $25.00 fee by letter

from the Chief of Service at their hospital.

For information contact Dr. Rocco A. Calan-

druccio, 869 Madison Avenue, Memphis, Tennes-

see 38103, or the American Academy of Ortho-

paedic Surgeons, 29 East Madison Street, Chi-

cago, Illinois 60602.

Continuing Education Course in

Obstetrics & Gynecology

A continuing education course in obstetrics

and gynecology will be presented at Lincoln

County Office Building, 208 East Davidson Drive,

Fayetteville, October 16-17. The course, designed

for physicians in general practice, will be pre-

sented by lectures, case presentations, demon-
strations and informal discussions. Every effort

will be made throughout the program to create

an atmosphere in which the faculty and attend-

ing physicians can discuss informally and ex-

change ideas on the problems encountered in the

practice of obstetrics and gynecology. Under the

direction of Stewart Fish, M.D., professor and
chairman. Department of Obstetrics and Gyne-
cology, The University of Tennessee College of

Medicine, and Donald Goss, M.D., professor and
chairman. Department of Obstetrics and Gyne-
cology, Vanderbilt University School of Medicine,

the course is offered through a cooperative effort

by the faculty of U.T. and Vanderbilt.

For those interested, the program is accept-

able for prescribed hours by the American Acad-
emy of General Practice. The tuition is $30.00

and includes the cost of the luncheons for the

two days. A registration fee of $10.00 is payable
with the application; the balance is payable at

the first meeting of the course. Checks or money
orders should be made payable to The Univer-
sity of Tennessee. In order to know what at-

tendance may be expected, advance registration

is requested. Send application and all com-
munications to: Division of Continuing Educa-
tion and Conferences, The University of Tennes-
see Medical Units, 62 South Dunlap Street, Mem-
phis, Tennessee 38103.
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T M A THE VIEWING BOX
AMA's Department of Investigation:

It Serves You and the Public

When the American Medical Association

was founded 121 years ago as a means of

propelling American medicine out of its

then “Dark Ages,” one of its chief goals was
to protect the public from health quacks,

charlatans and pretenders.

If those concerned early-day physicians

could somehow be given a miraculous

glimpse into the 1960’s, they might be dis-

heartened, but perhaps not surprised to find

that their lofty goal of driving quackery

into everlasting oblivion has not yet been

reached.

Although great strides have been made
against quackery through the years, the

battle is far from won. Because of man’s

inherent weaknesses, quackery most likely

never will be completely uprooted.

Unfortunately for both man and medicine,

the glib, fast-footed quack too often is as

adaptable as a chameleon in his relentless-

ness, yet often lucrative struggle for sur-

vival.

Spearheading the unremitting attack

against the many ruthless forms of health

quackery that endanger health and bilk vic-

tims of an estimated billion dollars a year is

the AMA’s Department of Investigation,

which has many powerful allies in its vigi-

lant quest.

Chief among them are the Food and Drug
Administration, Post Office Department,

Federal Trade Commission, National Better

Business Bureau, American Pharmaceutical

Association, American Cancer Society, Ar-

thritis Foundation and numerous other

public and private agencies, including all

law enforcement bodies.

Serving as a clearing house for informa-

tion on quackery, pseudo medicine and nos-

trums, the Department of Investigation’s

staff of 11 persons has meticulously amassed

and catalogued the most extensive files

available on quackery. These files are used

daily in exposing quacks.

Since quacks and other medical pretend-

ers are quite clever and so changeable in

their methods, the staff is constantly on the

alert for new guises as well as the old.

Although the department has no law en-

forcement powers, much of the information

it gathers, through state and local medical

societies and through its own initiative, is

used by federal, state, local and foreign law

enforcement agencies and state licensing

agencies to prosecute offenders.

One of its key roles is to alert regulatory

agencies when circumstances point to the

likelihood that the laws which such agen-

cies are obliged to enforce are being vio-

lated.

The department, created in 1906, is the

brainchild of the late Arthur Cramp, M.D.,

who, as associate editor of the Journal of

the American Medical Association, started

what was then called the Department of

Propaganda for Reform in Advertising of

Patent Medicines. Doctor Cramp was a

most effective campaigner.

In that era, inquiries concerning quackery

came primarily from physicians. That was
the heyday of nostrums blatantly promising

cures of diabetes or cure and alleviation of

such conditions as tuberculosis, venereal

disease and diphtheria. Most such nostrums,

through regulatory action, have faded from

the scene, being replaced by more timely

“wonder cures.”

Today’s “merchants of menace” have

adapted to the times, finding that their live-

lihood is greatly enhanced by such phoney,

but readily saleable wares as baldness

cures, sea water products, insomnia treat-

ments, breast developers, cancer cures, use-

less vitamins, height increasers, all-purpose

spinal adjustments and cures for the to-

bacco habit.

Since health education of the public is

mandatory to thwart exploitation of the

fearful, sick and the retarded, many of the

department’s efforts in recent years have

been concentrated in this area with increas-

ingly productive results. Widely diversi-

fied literature, exhibits and films—all part

of this positive AMA program—have

spurred greater public understanding of
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IN BRIEF: ACTION AND USES: A single dose of Imferon (iron dex-
tran injection) will measurably begin to raise hemoglobin and a
complete course of therapy will effectively rebuild iron reserves.
The drug is indicated only for specifically-diagnosed cases of iron

deficiency anemia and then only when oral administration of iron

is ineffective or impractical. Such iron deficiency may include:
patients in the last trimester of pregnancy; patients with gastro-
intestinal disease or those recovering from gastrointestinal sur-

gery; patients with chronic bleeding with continual and extensive
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oral iron.
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insert. Deep intramuscular injection in the upper outer quadrant
of the buttock, using a Z-track technique (with displacement of

the skin laterally prior to injection), insures absorption and will

help avoid staining of the skin. A 2-inch needle is recommended
for the adult of average size.

SIDE EFFECTS: Local and systemic side effects are few. Staining
of the skin may occur. Excessive dosage, beyond the calculated
need, may cause hemosiderosis. Although allergic or anaphylac-
toid reactions are not common, occasional severe reactions have
been observed, including three fatal reactions which may have
been due to Imferon (iron dextran injection). Urticaria, arthral-

gia, lymphadenopathy, nausea, headache and fever have occa-
sionally been reported.

PRECAUTIONS: If sensitivity to test doses is manifested, the
drug should not be given. Imferon (iron dextran injection) must
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quackery and its evils. Today the majority

of the thousands of inquiries annually di-

rected to the department originate from the

public.

Numerous quacks have been driven out of

their thriving “practices” because of greater

public understanding and coordinated ef-

forts on the part of the AMA, medical soci-

eties and agencies equally concerned with

the problems. Many_of their phoney prod-

ucts no longer are marketable. Other
quacks, although still plying their trade,

have been forced into exile by the close

watch of regulatory bodies.

Cancer “cures” such as the liquid and
pills concocted by the late “Dr.” Hoxsey,

“gregomycin,” which was conveniently

unearthed from the backyard of another

medical pretender and the more recent

“krebiozen” have disappeared from the

scene because of professional surveillance

and ensuing regulatory action.

Thanks to quick action by the AMA, the

Ohio State Medical Society and the Cleve-

land Academy, along with regulatory bod-

ies, another alleged cancer cure, the “Rand
vaccine” was halted before it had a chance

to “make a name for itself” by creating

false hopes. After initial publicity in the

lay press, cancer victims from throughout

the world flocked to Cleveland to obtain

this substance. Another potential “kre-

biozen” flasco was avoided when a federal

district court ultimately barred both the

manufacture and distribution of the sub-

stance.

Hard times are falling on other impostors

through similar action, such as Antonio Ag-
paoa, the selfstyled “psychic surgeon” of the

Philippines who has specialized in treating

Americans. Alerted by the AMA, the U. S.

State Department, Philippine Medical Asso-

ciation and government agencies are keep-

ing a close eye on the situation. A group of

more than 100 Detroit hopefuls recently vis-

ited Agpaoa. His “treatment” was branded

as a “cruel hoax” upon their return.

Inroads also have been made against “di-

pyrone,” a dangerous drug being dispensed

across the border by Mexico physicians.

Several deaths occurred among arthritis

sufferers in several Southern states before

Louisiana physicians, the AMA and others

could determine the cause and issue public

warnings.

In Tijuana, Mexico, still more cancer

“cures” have sprouted. Despite public warn-

ings, however, a ready supply of hopeful

patients is available. As a “service” to

these patients, free bus service from Cali-

fornia is provided. Their cancer treatment

in Tijuana? Drugs found to be worthless

by U. S. authorities.

In the meantime, the AMA, through the

Department of Investigation and other

arms, is utilizing every weapon at its com-
mand to halt the spread of quackery.

And, you, as a physician, can do your part

by keeping in touch with the Department of

Investigation and making good use of the

services and the educational literature

which it has developed for the benefit of

the profession and the public.

(From Kansas Medical Journal, April,

1968)

Hospital Daily Expense

Per Patient Up in 1967

The cost to the nation’s community hospi-

tals to provide one patient with a day of

care rose to an average of $58.06 in 1967, re-

ports the American Hospital Association.

The figure represents a 15.4 percent in-

crease over the 1966 average expense of

$50.31 per patient day.

The $58.06 includes average daily expen-

ses to the hospitals for payroll, equipment,

services, supplies, and employee fringe ben-

efits. A 17.4 percent increase in payroll ex-

pense per patient day was among the fac-

tors contributing to the overall increase in

expenses. Wages and salaries accounted

for $36.30 of the per patient day expense in

1967, or $5.38 more than the $30.92 required

in 1966. Inclusion of hospital employees

under federal minimum wage and overtime

pay laws and higher salaries paid to nurses

and other paramedical personnel contrib-

uted to the higher payroll costs.

The nation’s 5,812 community hospitals

incurred total expenses of $12.6 billion for

both inpatients and outpatients in 1967.

That is $2.1 billion more than the $10.5 bil-

lion in 1966 expenses.

Increased utilization of hospital facilities

played a part in the hospitals’ total in-

creased expenses. For example, total ad-
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missions to community hospitals were up
nearly 1 percent in 1967 over 1966, and the

average daily census increased 4.2 percent

in the past year.

In addition the length of patient stay in-

creased from 7.7 days per admission in 1966

to 8.0 in 1967, and the number of outpatient

visits jumped by 7 percent during the year.

The occupancy rate was also up in 1967

from 77 percent to 78.1 percent.

The impact of Medicare upon hospital uti-

lization by persons 65 and over is reflected

in the 5.1 percent increase in the over-65 ad-

missions reported in the last six months of

1967 over the same six months of 1966. The
Medicare program began July 1, 1966.

The number of births in hospitals contin-

ued to decline in 1967. There were a re-

ported 3.2 million births, a decrease of 1.5

percent from 1966.

Full-time hospital employees increased

again in 1967. In 1946, there were 148 full-

time employees for every 100 patients, but

in 1967 that ratio had risen to 264 employees

per 100 patients. (From Texas Medicine,

64:75, 1968)
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Medicine And TheGovernment**

DWIGHT L. WILBUR, San Francisco, Calif.

I would like to call your particular atten-

tion to the title of this talk; “Medicine and
the Government.”

Many physicians, hearing that combina-

tion, automatically get a mental picture of

conflict, or, at least, of contrast. They see a

good guy and a bad guy. They equate it, at

worst, with “Dr. Jekyll and Mr. Hyde” . . ,

or, at best, with “Beauty and the Beast.”

One of my purposes in this discussion is

to point out that medicine and government
are not antagonists. At least, they shouldn’t

be, and don’t have to be. They are not

working entirely at cross purposes. Both
have the common good at heart, although

their approaches to it vary.

There are, from time to time, disagree-

ments between them. But there are many
laws on the books, created by government,

that have contributed substantially to the

level of health enjoyed by the great major-

ity of people in this nation. And it is the

initiation or support of American medicine

that has made many of those laws a reality.

In view of all this, I would like to change

—or at least modify—the mental picture

this idea conjures up for you. I don’t ask

that you equate medicine and the govern-

ment with Damon and Pythias. This rela-

tionship is not exactly a story of almost

brotherly love. Instead, I would like you to

think of it as a combination more like Sears

and Roebuck: formed in mutual respect, for

mutual benefit, to fill a need of the public at

large.

As we look ahead, let’s not plan how we
might end this relationship. Instead, let us

see how we can strengthen it, assign the

proper role to each partner, and make sure

fPresident, American Medical Association.

*Presented at the Tennessee Valley Medical

Assembly, Chattanooga, Tenn., September 13,

1968.

it remains an association of equals, both

striving for the goal of better health and

better health care for all.

A discussion of medicine’s relationship

with government and of government’s in-

volvement in medicine demands a review of

some history—because, in the heat of cur-

rent discussion, too many physicians and

laymen appear to base their argument on

the premise that government should, or

should not, assume responsibility for vari-

ous phases of health care. Or that physi-

cians should, or should not, have to provide

care to certain patients under the rules of

government programs.

The fact is, the government does have

such responsibility and such programs, and

has had them for nearly two centuries.

Government participation in various ele-

ments of health and medicine antedates the

Constitution of the United States, although

not much attention was paid to it by the

medical profession until about the time of

World War Two.

The Army Medical Service traces its ori-

gin to the revolutionary war. The U. S.

Public Health Service was born in 1798

when it was organized to provide medical

care for merchant seamen. During the

Civil War, medical care programs for veter-

ans were expanded, and at the same time

the federal government established St. Eliz-

abeth’s hospital in Washington for the

treatment of the mentally ill and insane.

In 1935 the first extensive national federal

health program was begun with the passage

of the Social Security Act. It included

grants to the states for maternal and child

health services, crippled children services

and public health and public assistance pro-

grams.

The National Cancer Act, passed in 1937,
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was perhaps the most important single

health bill ever enacted by the congress. It

provided the basis for federal support of

medical research in the United States and
resulted in one of the most fruitful public-

private partnerships ever to exist.

Its impact on scientific and technological

developments has greatly influenced both

medical education and the provision of

medical services.

The National Cancer Act created a mech-
anism to support research by able investiga-

tors in non-federal institutions. The intra-

mural program it established ultimately be-

came the National Institutes of Health, es-

tablishing a strong partnership between
federal and non-federal institutions and sci-

entists.

Programs enacted during World War
Two greatly stimulated and accelerated

both medical education and research. Other

programs of that time brought about a

marked elevation in the standards of med-
ical practice in the armed forces and subse-

quently in the Veterans Administration

hospitals.

In 1946, the Hill-Burton Hospital Survey
Construction Act was passed. This, too,

was a program of effective, private-public

partnership. It resulted in the building of

hospitals and other facilities in more than

3,000 communities, creating 350,000 new
hospital and nursing home beds in this

country.

If we categorize the federal government’s

interests in matters of health and medicine,

we could begin with its involvement in

medical research, which has already been

mentioned. It can be said to have begun in

1900 when Walter Reed established that

malaria was transmitted by the anopheles

mosquito.

Consumer protection became an impor-

tant activity of the federal government

with the 1906 passage of the Pure Food and

Drug Law. It was enhanced in 1962 when
the Kefauver-Harris amendments gave the

FDA authority over the determination of

drug efficacy. The government continues

its consumer protection activities through

its recently developed interest in air and

water pollution and other areas.

Education of physicians and allied profes-

sionals and technicians has been encouraged
by the federal government. In 1963 it un-

dertook its first direct support of medical
education, followed by the 1964 Nurse
Training Act, the 1965 Heart Disease, Can-
cer and Stroke law, in the 1966 Allied

Health Professions Personnel Training Act,

and in 1968 the Health Manpower Act.

In the actual provision of medical care,

government at all levels has participated

one way or another. For example, local gov-

ernments are at least partly responsible for

those who are unable to afford necessary

care for themselves. State governments are

responsible for care or custody of the men-
tally ill. The federal government long ago

assumed responsibility for merchant sea-

men, members of the armed forces—both

active and retired—their dependents and
veterans.

The federal government’s interest in the

care of civilians generally was born during

the depression, as already mentioned, with

grants for maternal and child health and
services for crippled children.

In the late 1930’s, the first health bills

were introduced calling for state-operated

medical care programs, aided by federal

grants. In 1946 the Veterans Administra-

tion home-town care program was devel-

oped; and in 1956 the Department of De-

fense adopted a program for the care of de-

pendents of military personnel. That pro-

gram was the first for which the term “med-

icare” was used.

In 1960, all federal employees were

brought under a program of voluntary

health insurance, paid in part by govern-

ment.

And in 1965, the medicare and medicaid

programs became law, the former incorpo-

rating the brand new principle that the age

of the individual—65 years or more—enti-

tled him to federal financial support for his

medical and health care without considera-

tion of any other factor.

Medicaid, while not introducing any sig-

nificant new principles, did have several im-

portant features, including establishment of

a single category of medical assistance

aimed at providing the poor, the blind, the

disabled and needy children with the same
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quality and scope of medical services avail-

able to most people.

In that same year—1965—another signifi-

cant federal program became law: namely,

health care for the poor and for those living

in slum and poverty areas, provided under

the Office of Economic Opportunity pro-

gram.

Now, lest I appear to be applauding all of

those programs without distinction, let me
point out that there are a considerable num-
ber of weaknesses in the government’s ap-

proach to health and medical care through

federal programs. For one thing, costs and

expenditures have been much greater than

predicted by government experts. As
stated by Dr Russell Roth, vice speaker of

the AMA House of Delegates, the federal

government has not pioneered in establish-

ing economy in medical care under its pro-

grams. Medicare predicted in 1965 to cost

$1.5 billion will cost over $6 billion in 1968.

Can we afford it?

Furthermore, the democratic process of

trying to provide the same thing for all peo-

ple does not lend itself to establishing the

highest quality of service. That is borne

out by the fact that one house of the con-

gress already has approved the idea of in-

cluding chiropractors in federal medical

care programs.

Possibly the biggest weakness has been

the number of laws related to health and

medicine that have been enacted in just the

past few years, especially by the 89th con-

gress. Legislative change, even if we as-

sume it is well-intentioned, has been much
too rapid and it will take years to digest the

laws already adopted.

In its headlong rush to develop solutions,

the congress has not taken sufficient time or

study to understand fully the problems and

the potential costs and expenditures.

This is true not only in health, but in

other important areas. Congressman Wil-

liam Roth, Republican of Delaware, was
quoted in the newspapers during the first

week of September criticizing the overlap-

ping and duplication of programs among
federal agencies and departments.

He found that in education there are

more than 470 programs operated by 25

agencies and departments.

He found 117 programs dealing with nat-

ural resources, that are administered by 12

separate agencies.

He found 112 different programs provid-

ing assistance to the poor.

And in the field of health. Congressman
Roth found that eight different cabinet de-

partments and 12 agencies are involved in

health programs. At the same time, 18 dif-

ferent agencies are conducting programs to

improve the natural environment, which
also is related, to a large extent, to health.

Clearly, this is not planning for health—it

is a clear case of lack of planning.

Yet, if we hope to participate as fully as

we should in building the kind of future all

of us want to see in health care, we must
modify our attitude about involvement with

government and with others in planning

and providing care. We are involved. In

the political area in which medicine is now
deeply enmeshed, knowledge and expertise

will be the strongest assets of our profes-

sion.

Aloofness will not do the job. We can no

longer play a passive role, such as we have

too often in the last decade—opposing that

which we think is bad without offering

carefully and expertly conceived alterna-

tives.

This nation has made a commitment to

health and health care. It is a phenomenon
of the 1960’s, but it is a phenomenon that

will not go away. The federal government
is financing medical research, health and

medical education and health and medical

service to the tune of approximately $16 bil-

lion a year. It is responsible to the public

to account for the use of those funds, which
include about one-third of the total per-

sonal health expenditures of this nation.

That makes government a factor much too

large to be ignored.

Actually, we should welcome whatever
help the government can offer, so long as

we professionals provide guidance and
leadership.

It is a matter of fact that demands of peo-

ple in this nation for medical care have
outstripped the ability of our profession to

meet them. We all know the reasons for the

increase in demand: social changes, urban-

ization, rapid transportation and communi-
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cation, affluence and poverty, integration

and desegregation, lengthening of life—and
especially the public’s great eagerness for

the many more things that medicine can do

for them.

Problems in providing health manpower,
in building health facilities and in financing

health care have become major concerns

not only to our profession, but to many oth-

ers inside and outside the field of health

care. That includes the government and
the public.

This concern, this awareness of needed

change, are relatively recent, and the medi-

cal profession is among the many elements

of society that did not see the changes com-
ing; or that did not act on them.

Our profession, for all of its talent and all

of its experience, has not clearly foreseen

the developments that were to take place in

the economics of health care and in the re-

lationship between medicine and society.

As a result, as the need for change has be-

come apparent in various areas, too often

we have let others make the plans. Then
we have attempted to modify or amend
them; or to substitute an alternative that

was hastily drawn.

I believe that because of our hesitancy to

be in the forefront in planning and imple-

menting needed changes, both we and the

public have suffered. Others, particularly

in government, have taken the initiative

and pushed through their plans, without

having the experience or knowledge to un-

derstand fully the consequences that might

come from those plans.

It is time now for our profession, through

its individual members and through its as-

sociations, at every level, to develop a clear

understanding of what the scope and re-

sponsibility of medicine must be in a new
era of health care.

We must establish the purposes and goals

of our medical societies and of medicine as a

whole. We must assume a position of

leadership in our communities, in our states

and in the nation—not only welcoming, but

actively seeking the cooperation of all oth-

ers so that these goals and purposes will be

attained.

Just as our position must not be one of

passiveness or only of reaction to others’

planning, so it must not appear to be one of

dictatorship. We are, after all, not the only

people who are capable of contributing to

planning in the field of health care and in

the methods by which it may be delivered

or financed.

Ours must be a position of cooperative

leadership—but I re-emphasize “coopera-

tive.”

If we offer it sincerely, effectively and
unselfishly, the public is ready to accept the

leadership of the medical profession in the

areas of health and health care. Our
leadership in medicine already is well es-

tablished.

When the Gallup Poll asked the public to

voice its opinion on the respect in which
eight national organizations are held, the

AMA was second only to the FBI.

When Opinion Research Corporation

asked the public which organization has

done the most to improve the health of our

nation, the AMA came out on top.

In June of this year, the Louis Harris

Survey asked the American people this

question: “Compared with what we have

produced in the past in this country, do you
feel that present leadership in these eight

categories is better, worse or about the

same as we have produced in the past?”

The eight categories were politics; local

government; federal government; arts and

entertainment; newspapers and magazines;

business; science; and medicine.

Medicine came out on top by a wide mar-

gin: 88 per cent said medicine’s leadership is

better today than it was in the past.

Only 43 per cent said leadership in the

mass media is better now. Politics was at

the bottom of the list, where only 13 per

cent thought leadership is better now than

it was. The federal government was only a

little better, with 19 per cent preferring the

present leadership over the past.

Remembering that 88 per cent said medi-

cine’s leadership is better today, we should

not confuse what some members of the

press, some labor leaders or some politicians

say about the medical profession and the

AMA with the voice of the public. It is the

opinion of the public itself that really

counts. And we have that opinion on our

side now.
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Cooperative leadership with government
certainly is not an impossible goal.

In the field of administration, the AMA
now has some effective liaison with the De-

partment of HEW, with the Regional Medi-

cal Programs and with the National Center

for Health Services Research and Develop-

ment. The AMA Council on National Secu-

rity is closely involved with the Depart-

ment of Defense. We are developing liai-

son with the Department of Labor and De-

partment of State, particularly with respect

to foreign medical graduates. And a com-

mission on Foreign Medical Graduates is

now being formed.

And, of course, our Washington office

maintains regular liaison with administra-

tive offices and with individual members of

congress and their staffs.

Historically, the AMA has played—and

will doubtless continue to play—an impor-

tant part in the legislative process by rec-

ommending bills, and in some cases oppos-

ing bills.

In the area of regulation, there has been a

representative from the AMA on the Health

Insurance Benefits Advisory Council since

that body was created to advise the Depart-

ment of HEW on the kind of regulations

that would best implement the medicare

program.

We must continue all of this liaison and

increase it, particularly in planning for the

future. For it is in that area that legislative

programs for tomorrow will be shaped and

supported.

Through our continuing liaison with gov-

ernment, through our cooperative leader-

ship in planning for health care, what are

we trying to accomplish? There are many
desirable goals. I want to mention briefly

only a few of them.

We want to assure that in every aspect of

planning to meet health care needs, medi-

cine and government each discharges fully

its own responsibilities but recognizes and

accepts the special resources of the other.

With the many facets involved in providing

for manpower, for education, for health fa-

cilities and for health services, it is not pos-

sible that in today’s society the medical pro-

fession could do the job without govern-

ment help. And with the nature of medical

care being what it is, and the special skills

needed, it is just as impossible for the gov-

ernment to accomplish its goals without the

medical profession.

This goal, in other words, is to cooperate

in every necessary way with the job that

must be done by government, while always

maintaining ourselves as free, unshackled

professionals and not as some kind of medi-

cal technologists subordinate to anyone.

Another goal is to establish realistic cri-

teria for recipients of government financing

of health care. Without this safeguard, we
might well find ourselves in the dream
world of the most unrealistic welfare plan-

ners, in which all aspects of health care are

provided under some kind of government
financed, and largely government directed,

program.

Still another is to maintain concentration

in all programs on the quality of health

care rather than on its price alone. Too
often, in discussions by politicians or labor

leaders or industrial employers, the cost of

a particular proposed program becomes the

dominant criterion, and little or no thought

is given to the kind of care such a program
would make possible, or how it would be

provided, or what its consequences would
be in dislocation of the total health care

complex.

We who are the heirs of our professional

predecessors who have spent hundreds of

generations developing, perfecting, protect-

ing and preserving the personal relationship

between patient and physician must not

allow that relationship to suffer or be dis-

carded. We must prevent misguided efforts

to seek efficiency and low cost by consider-

ing punched cards instead of considering

human beings.

Returning to my opening theme, medicine

and the government must not be antago-

nists. We must be partners in the very

finest sense of the word. But if such a part-

nership is to exist and be effective, the re-

sponsibility is ours.

Because of its very nature of doing what

it believes people want done, government

will continue to move forward in the realms

of health and health care—with us or with-

out us. Government will not seek us out
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and offer us a place at the head table of

health planning.

It is we who must do the seeking. We
must take the initiative and earn our place

at that table by showing government and

the people of this nation that we can be ef-

fective leaders in planning a better future

for the health of all citizens of America.

The health of our society, as well as the

health of our people and our profession, de-

pends on how well we assume leadership in

this partnership.

REFER EYE PATIENTS
TO AN

EYE PHYSICIAN
By SO doing, you will be assured of a complete diagnosis of your

patients’ eyes.

Guild Opticians complete the cycle for Professional Service.

'^vWsAAAAAAAAA \^A^yyv^AA^A^AAAAAAAAAAA^>A^AAAAAAA^AAAAAAA

BE SAFE—BE SURE

SEE

YOUR GUILD OPTICIAN

FOR

THE BEST SERVICE

EYE PHYSICIANS: Please Note—

Your prescriptions for glasses are "SAFE" when referred to a Guild Optician.

Bound by the code of Ethics to uphold the highest standards in optical service.
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The authors have been successful in managing fractures of the tibia by closed reduction and early

ambulation.

Tibial Shaft Fractures: Experiences With
Closed Treatment And Early Ambulation*
DON L. GAINES, M.D., and ELWYN A. SAUNDERS, M.D.,t Nashville, Tenn.

The variety of methods in use for treat-

ment of fractures of the tibial shaft is an in-

dication of the lack of agreement about the

best method. Those who advocate internal

fixation justify operative techniques on the

basis of a lower incidence of joint stiff-

ness, chronic swelling, and deformity.

Those who favor closed methods emphasize

the importance of infrequent nonunion or

infection. There is agreement, how-
ever, that complications which may occur

following fractures of the tibia are highly

significant. These considerations continue

to provoke a search for methods which have

superiority. An acceptable plan of treat-

ment must have a low incidence of compli-

cations, a rate of union equal to or better

than other methods, insignificant shorten-

ing, and early return to a functional status.

There has been a renewed interest in

the closed treatment of tibial fractures in

the past few years. Dehne and his col-

leagues*’’ have advocated closed reduction

and early ambulation with weight bearing

in a lightly padded long-leg cast with the

knee in full extension and the foot in slight

equinus. Sarmiento^-^ has described a be-

low-knee type of cast for early ambula-

tion applied in the manner of a patellar-ten-

don-bearing prosthesis. Brown and Urban^^

have recently reported a series of cases

from the military service of open fracture

of the tibia treated by early weight bearing.

Stimulated by these reports, a prospective

study of closed treatment of tibial shaft

fractures was undertaken at Vanderbilt

University Medical Center. The period of

study began September 1965. The plan of

*Read at the meeting of the Tennessee State

Orthopaedic Society, April 18, 1968, Chattanooga,

Tenn.

fFrom the Department of Orthopedic Surgery,

Vanderbilt University Medical Center, Nashville,

Tennessee. (Dr. Saunders’ current address:

Division of Orthopedic Surgery, Medical College

of Georgia, Augusta, Georgia.)

treatment, collection of data, care of the in-

dividual patient, and evaluation of end re-

sults were developed within the Resident

Training Program in Orthopedic Surgery

with the author in charge of the clinical

study. Supervision of all phases was by the

faculty. A number of observations were
made from the data obtained from this pros-

pective study and furnished the basis for

this preliminary report.

Description of the Study

Thirty-three patients who had sustained

34 fractures of the tibia and/or fibula, ex-

cluding articular fractures, are included.

Thirty of these cases were consecutive. All

were treated by a plan which will be de-

scribed in detail. Their ages ranged from

15 to 69 years, two-thirds being over age 40.

The location of the fracture was most fre-

quently in the distal one-third of the tibia

and fibula (Table 1). Others had trans-

Table I

FRACTURE SITE

P/3 M/3 D/3 SEG. NONE

TIBIA 4 7 22 1

FIBULA 7 6 14 2 5

verse, spiral, oblique, and segmental types,

both open and closed. Initial displacement,

comminution, and associated soft tissue in-

jury were recorded to characterize the se-

verity of the injury (Table 2). There was

Table 2

SEVERITY OF INJURY

MIN. MOD, SEVERE

DISPLACEMENT 10 17 7

COMMINUTION 15 14 5

SOFT TISSUE
SWELLING 13 1

1

0

COMPOUNDING 2 4 1
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significant displacement in 24 patients.

Comminution was significant in 19. Twelve
patients had a significant initial compound
fracture and/or swelling.

This report has been developed from an
evaluation of data collected from clinical

records, x-ray films and physical examina-
tion in 22 patients, while 12 evaluations

have been made from the data alone with-

out a recent examination. The longest fol-

lowup now approaches 3 years and the most
recent being 1 month after the patient had
been ambulatory without support.

Plan of Treatment

The initial evaluation of the patient and

the management of associated injuries need

no particular elaboration. Treatment be-

fore reduction and application of a cast con-

sisted of protective splinting and, when
applicable, cleansing of abrasions, wound ir-

rigation and debridement, appropriate teta-

nus prophylaxis, and antibiotics.

A representative and uncomplicated in-

stance of fracture of the tibia and fibula may
be used to describe the technique we now
follow (Fig. 1). Intramuscular or intrave-

nous narcotic and reassurance of the patient

generally provide adequate sedation. A
general or spinal anesthetic may be desira-

ble, particularly with severe displacement.

Fig. 1. Roentgenograms of a representative and
uncomplicated case of fracture of the tibia and
fibula.

or when extensive manipulation is antici-

pated. Reduction is performed by manipu-
lation with the patient’s leg positioned over
the side of the operating table with the pa-

tient sitting or in the supine position. In

reducing the fracture the operator attempts

to restore anatomic length and alignment.

It is frequently found that an unstable frac-

ture will be made stable with slight short-

ening. During reduction careful attention

is given to avoidance of rotational or angu-
lar deformity.

With the assistant holding the leg in a re-

duced position the circular cast is applied in

two parts. Padding consists of stockinette

and one layer of overlapping cast padding,

applied with great care to avoid any irregu-

larities (Fig. 2-A). With the foot held in

the position of slight equinus, to avoid pos-

terior bowing of the fracture site, the be-

low-knee portion of the cast is applied (Fig.

2-B) . After the plaster sets the leg is fully

extended and the cast continued to the

groin (Fig. 2-C) . The plaster must be

snuggly molded to the contour of the pa-

tient’s extremity with careful molding
around the prominences of the knee and pa-

tellar tendon. A rubber walking attach-

ment is added directly under the weight-

bearing line of the tibia at this time. Post-

reduction x-ray will demonstrate the resto-

ration of proper weight-bearing alignment

(Fig. 3). Should there be an unacceptable

reduction the cast is immediately removed
and the entire process repeated.

After successful reduction is obtained the

patient is placed in bed with the leg ele-

vated 30 to 40 degrees. The patient needs

close medical and nursing supervision the

first few days for any evidence of burning

pain, excessive swelling or circulatory em-
barrassment. In the event of any problem,

the cast and all the padding is immediately

split its full length and the patient is kept

in bed with the extremity elevated (Fig. 4)

.

After soft tissue swelling and pain subside

(in about a week) a new cast is applied as

previously described.

If the course after reduction is unevent-

ful, weight bearing is frequently encour-

aged after the first 24 hours for short pe-

riods of time. The leg should be elevated

when at rest to minimize additional swell-
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Fig. 2. A. Reduction performed with patient’s leg positioned over side of operating table with pa-
tient sitting or supine. Stockinette and one layer of cast padding applied prior to plaster. B. Cir-

cular cast is applied in two parts. The below knee portion is applied first with the foot in slight

equinus. C. After below-knee cast sets, the leg is fully extended and the cast is continued to the

groin.

ing. Most patients in our study began

weight bearing in the second and third

week and were able to progress to full

weight bearing without crutches before the

first change of the cast (Fig. 5) . Significant

weight bearing began at an average of 2.6

weeks. Several patients were unable to

walk because of other injuries, but the most

significant delay was associated with exten-

sive soft tissue swelling.

The original cast was not changed for 4 to

8 weeks unless there was some special indi-

cation. At this time when the cast is

changed we prefer to apply the cast in one

piece from the toe to the groin with the pa-

tient standing or vertical with his opposite

buttock resting on the table or a high stool.

After the first 8 to 12 weeks subsequent

casts are applied below the knee with mold-

ing of the upper portion similar to the tech-

nique of Sarmiento.

Representative Cases

Case 1. Roentgenograms in two planes dem-
onstrate a comminuted, oblique fracture of the

distal one-third of the tibia with a proximal
fibula fracture (Fig. 6). Clinical union was pres-
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Fig. 3. Post-reduction x-ray will demonstrate

proper weight bearing alignment.

Fig. 6 (Case 1). A comminuted, oblique frac-

ture of the distal third of the tibia and proximal
third of the fibula. At 17 weeks after fracture,

clinical union is present.

Fig. 4. With evidence of any problem with

the cast, it and all padding is split the full length

and elevation continued until the patient’s condi-

tion permits application of a new cast as pre-

viously described.

WEEKS WEIGHT BEARING

WEIGHT BEARING

ent at 17 weeks. This type fracture, which is

frequent in occurrence, should be handled rou-

tinely by this method.

Case 2. In spite of the open displaced fracture

of the distal third of the tibia and fibula in a 260

pound diabetic patient, the initial reduction as

seen in two roentgenographic views was main-
tained and weight bearing without support was
possible at 22 weeks, 4 weeks before the x-ray
shown in figure 7, A and B. At 46 weeks addi-

tional remodeling has occurred. There is good
quality of bone in the distal fragment near the

ankle joint. Weight bearing was permitted at 22

weeks on the evidence of clinical union, without

awaiting full radiologic demonstration of classi-

cal union (Fig. 7 C and D).

Case 3. In this fracture of the upper tibia with

disruption of the proximal tibiofibular joint, re-

duction was difficult (Fig. 8A). Anteroposterior

and lateral roentgenograms at 20 weeks demon-
strate the maintenance of reduction and clinical

union which permitted unsupported weight bear-

ing (Fig. 8 B). This case demonstrated the abil-

ity to hold an unstable fracture with associated

dislocation by the cast method.

Case 4. Anteroposterior and lateral roentgen-

ograms demonstrated a fresh comminuted, ob-

lique fracture of the middle third of the tibia

with a fracture of the proximal fibula and the

initial reduction. Too much cast padding was
used, and the cast was not well molded to the

leg, was bulky, and irregular (Fig. 9-A and B).

As might be anticipated, there was a loss of posi-

tion of the fracture with angulation and shorten-

ing. Several applications of casts and wedgingsFig. 5.
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Fig. 7 (Case 2). A. A completely displaced open fracture of the distal third of the tibia and fib-

ula. B. The accepted initial reduction. C. At 26 weeks after fracture there is clinical union; pa-

tient was ambulatory without support at 22 weeks. D. At 46 weeks after fracture considerable re-

modeling is noted.

Fig. 8 (Case 3). A. Demonstration of fracture of

the proximal tibia and disruption of proximal
tibiofibular joint. Reduction was difficult to

maintain. B. However, reduction was maintained
and clinical union was present at 20 weeks after

fracture.

were attempted. This case illustrates improper

cast technique (Fig. 9-C and D). After control

of edema by elevation, on subsequent reduction

bayonette apposition was accepted and weight

bearing alignment improved in a properly fitted

cast (Fig. 9-E). This fracture healed after 33

weeks. The improved weight bearing alignment

was maintained with the residual shortening of

1.5 cm (Fig. 9-F)

.

Results of the Study

All patients included in this study have

been evaluated in regard to infection, short-

ening, rate of union, residual deformity,

joint stiffness, chronic edema, and distur-

bance of gait. These will be considered

separately.

Infection. There were no infections.

Seven of 33 patients in this report presented

with open fractures.

Shortening of the tibia. The average ini-

tial shortening was 0.6 cm. on the initial

post-reduction x-ray (Fig. 10). The aver-

age residual shortening was 0.8 cm.

Seventy-six per cent of the patients had re-

sidual shortening less than 1.5 cm.

Twenty-four per cent of the patients had re-

sidual shortening of between 1.5 and 2.5 cm.

The greatest residual shortening was 2.5 cm.

in a patient with 1.8 cm. shortening at the

time of the original reduction.

Case 5. This is the radiologic series in the case

in which the greatest amount of shortening oc-

curred. The roentgenograms demonstrate 1.8

cm. shortening at the time of original reduction

(Fig. 11-A). Clinical union was demonstrated in

19 weeks with 2.5 cm. shortening (Fig. 11-B).

Follow-up roentgenogram at 60 weeks show fur

ther remodeling and excellent alignment (Fig.

11-C).

Union.

.

Clinical union was considered

present when the fracture was sufficiently
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Fig. 9 (Case 4). A. A comminuted, oblique fracture of the middle tibia shaft and fracture of prox-

imal fibula. B. Satisfactory reduction, but too much padding was used, cast is not well molded to

the leg, is bulky and irregular. C and D. There is loss of position, and angulation and shortening

still are present after several poorly applied casts. E. After properly applied cast, there is im-
proved weight bearing alignment and bayonette apposition. F. At 33 weeks after fracture weight

bearing alignment is maintained; 1.5 cm. shortening and clinical union are present.

SHORTENING

•# Fx.

strong to permit unsupported weight bear-

ing without pain or adverse symptom (Fig.

12). Criteria required for clinical union

14r

12
-

8 -

4 -

CM. 0 ,5 I. 1.5

Fig. 10.

ZZl

2.5

Fig. 11 (Case 5). A. After reduction of a prox-

imal fracture of the tibia and fibula with 1.8

cm. shortening. B. At 22 weeks there is 2.5 cm.

residual shortening. Clinical union was present

19 weeks after fracture. C. At 60 weeks there

is further remodeling with good alignment.

RATE OF UNION
# Fx.

20r

WEEKS 14-17 18-21 22-33
Fig. 12

were equal transmission of sound across the

fracture site compared to the well leg and

absence of detectable motion or pain on

stressing the fracture site or during ambula-

tion. Radiologic correlation included oblit-

eration of the fracture line, progressive

bridging of fracture site by callous, and es-

tablishment of trabecular patterns of bone

across the fracture. The term union is not

used in this report to imply full classical x-

ray union.

The 33 patients of this study all have clin-

ical union and are walking without support.

No secondary operative procedures have
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been necessary. The average time of union

for the entire group was 19.4 weeks.

Twenty-nine patients (88%) achieved this

goal during the first 21 weeks following in-

jury. One patient required 33 weeks for

clinical union.

Residual deformity. At the time of eval-

uation no patient had symptoms referable

to residual angular deformity (Table 3)

.

Table 3

RESIDUAL ANGULATION

1-5° 6-10° 11-20° ANGUL
INCREASE

ATION 1

DECREASE

VARUS 7 4 1 2 4

VALGUS 3 2 0 2 4

ANTERIOR 1 0 0 0 4

POSTERIOR 7 5 7 17 1

ROTATION 2 0 i 0 0 0

Posterior bowing persisted in 19 patients

and was found to occur or increase during

treatment more than other deformities.

Varus deformity was next in frequency but

tended to decrease with ambulation as did

valgus and anterior bowing. Fourteen pa-

tients had residual angular deformity in

two planes. Rotation was not a problem.

Case 6. Anatomic realignment was demon-
strated in the lateral roentgenogram after reduc-

tion. The fracture united with residual posterior

bowing of 12°, demonstrating increase of de-

formity during treatment (Fig. 13-A and B).

Case 7. Anteroposterior and lateral roentgen-

ograms of the one patient with bilateral tibial

fractures. At 60 weeks following injury poste-

rior bowing of 15° remains bilaterally. A review

of post-reduction roentgenograms revealed this

was accepted initially. This degree of deformity

should be corrected before initial reduction is

considered completed (Fig. 14.)

Joint stiffness. Limitation of motion of

the knee joint of moderate degree was pres-

ent in 3 patients at the time of evaluation

(Table 4) . Stiffness of the ankle joint was

moderately severe in 3 patients, one of

whom also had stiffness of the knee-joint.

One patient is still having discomfort in the

mid-tarsal joints.

Chronic edema. Edema of minimal de-

gree persisted below the knee in 15 patients

but did not require specific treatment.

Four patients had moderate edema that im-

proved with a period of elastic support. In

Fig. 13 (Case 6). A. Nearly anatomic realign-

ment is present in the post-reduction lateral ro-

entgenogram. B. Lateral roentgenogram shows
12 degrees posterior bowing when the fracture

united, demonstrating an increase of deformity

during treatment.

Table 4

JOINT STIFFNESS

MIN. MOD. SEVERE

HIP 0 0 0

KNEE 4 3 0

ANKLE 1

1

3 0

MIDTARSAL 9 1 0

TOES 3 0 0

no patient was the diagnosis of phlebitis

made.

Gait disturbance. Twenty-one of the 33

patients had no apparent limp at the time of

evaluation. Twelve patients had an appar-

ent limp. In general, limp was not a prob-

lem and tended to decrease with time. The
single patient with a loss of 2.5 cm. length
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Fig. 14 (Case 7). Bilateral tibial fracture with
15-degree residual bowing of each leg. Review
of post-reduction roentgenograms revealed this

was accepted initially. This degree of deform-
ity should be corrected before initial reduction

considered complete.

required an extra heel to the shoe to im-

prove the gait.

Discussion

Six observations deserves special empha-
sis.

(1.) Meticulous application of the cast is

essential to this method of treatment. The
comminuted fracture with significant soft

tissue injury or swelling may need several

cast changes before the desired reduction is

obtained. Necessity of repeated changes of

casts decreased with experience in using

this technique.

(2.) Proper weight-bearing alignment

must be obtained before initial reduction is

considered complete. Angulation and rota-

tion should be corrected by wedging or

changing the cast. Changing the cast is

preferred since wedging is more difficult

with a snug cast and produces an undesira-

ble bulkiness. Posterior bowing may in-

crease during treatment and can be best

avoided by proper initial alignment, placing

the foot in slight equinus, and attaching the

walker to the bottom of the cast directly

under the tibia.

(3.) When the initial reduction and ap-

plication of the cast was properly done, we
were unable to demonstrate instances

where early ambulation contributed signifi-

cantly to progressive shortening. The
shortening necessary for good bone contact

is not great and is closely related to the

shortening initially accepted.

(4.) The complications of incomplete
joint motion and chronic edema are re-

lated more to the extent and nature of the

original injury than to the method of treat-

ment.--'^'^-^

(5.) Close observation for tightness of

the cast is essential in the first few days.

Should judgment indicate the cast is embar-
rassing tissue perfusion, the entire cast and

all padding should be opened from the groin

to the toe with generous spreading to pro-

vide full opportunity for swelling. The pa-

tient is kept at bedrest with elevation of the

extremity for several days, usually about a

week, after which the entire process is

started again. About half of our cases re-

quired splitting of the cast. Following this

plan, we have not encountered instances of

tissue damage secondary to a tight cast.

(6.) Prolonged immobilization by cast in-

creases morbidity. Therefore, the time of

removal of the cast should be determined

by clinical union, not classical x-ray union.

Summary

Experiences with closed plaster treatment

of fractures of the tibia and fibula shaft,

using the long-leg cast, which early weight

bearing has been found to offer a safe

method of achieving clinical union without

excessive shortening or other complications.

The method requires in-hospital supervision

and close attention to details. We now
favor the long-leg cast essentially as de-

scribed by Dehne, for the first few weeks,

followed by the short-leg cast technique of

Sarmiento, for the final stages of immobili-

zation.

From this preliminary review of 34 frac-

tures in 33 patients we are encouraged to

report that this plan of treatment is useful

not only in the uncomplicated closed tibial

fracture but also in open fractures, unstable

comminuted fractures, and displaced frac-

tures of the tibia and fibula. We plan to

continue this study and hope to be able to
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present a more extensive review in due
time.

We thank Dr. J. William Hillman for his as-

sistance in editing the paper and arranging for

medical illustrations.
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SALVAGE OF LEGS THREATENED BY AMPUTATION FOR ARTERIOSCLEROSIS— Dale October, 1968

The author emphasizes that an aggressive approach to vascular repair rather than early amputation
will save many legs. This is accomplished with a mortality rate no greater than from amputation.

Salvage Of Legs Threatened By Amputation
For Arteriosclerosis*

W. ANDREW DALE, M.D., Nashville, Term.

Increasing experience and encouraging

results after reconstructive operations upon
peripheral arteries suggest an aggressive

approach to leg salvage by vascular repair

as a desirable alternative to immediate pri-

mary amputation of the extremity in many
patients with arteriosclerotic ischemia of

the leg and foot. The end results of such a

salvage program are less well known than

are reports of the results of specific opera-

tions and methods.

The following summarizes the results of

an aggressive approach to limb salvage

rather than amputation in 139 consecutive

lower extremities facing early loss. Each

extremity either had (1) actual tissue gan-

grene, (2) pregangrenous color change evi-

denced by bluish or brownish patches on the

toes or heel, or (3) continuous pain in the

foot or toe. Each leg, therefore, appeared

to be in imminent danger of loss by ampu-
tation because of tissue changes or intracta-

ble pain due to atherosclerotic vascular oc-

clusion. Patients having noncontinuous

pain as well as those with severe blanching

or rubor of the extremity without pregan-

grene or actual gangrene were eliminated

from consideration. Instances of claudica-

tion without pain at rest were excluded, as

were cases of arterial embolism.

The gross salvage rate was 62%: 65% of

the 49 having continuous pain at rest and

59% of the 90 patients having pregangrene

or actual gangrene were saved initially (Fig.

1 ).

The salvage rates in different age groups

are shown in Figure 2. Even in the 12 pa-

tients in the over-80 age group there was a

25% salvage rate.

Plan of Management

Each patient was treated by whatever

method appeared to be most likely to result

*Presented at the meeting of the Middle Ten-
nessee Medical Association, May 1968, Carthage,

Tenn.

in limb salvage (Table 1). Two of the pa-

tients died without definitive treatment.

Fifteen other patients had immediate ampu-
tation (often after arterial exploration).

Fig. 1. Initial salvage rates. Some diminution

in these rates occurred later and are shown in

figure 5.

>40 41 - 51 - 61 - 71 - 81 -

50 60 70 80 90

AGE

Fig. 2. Salvage rates by age. The figures over

each bar in the graph represent the total extrem-

ities in that age group while the percentages are

read from the vertical scale.
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Table I

Final Results of Various Methods
OF Treatment

%
Total Salvage Deaths

1. No specific treatment 2 0

2. Amputation without

arterial repair 15 0

3. Sympathectomy 23 83%
4. Arterial repair:

A. Graft

1) aorto-iliac and
aorto-femoral 10 60%

2) femoro-popliteal 53 60%
B. Thromboendarte-

rectomy
1) aortic, iliac 14 86%
2) femoral, popliteal 22 73%

Totals 139 61%

The 122 extremities not undergoing imme-
diate amputation were studied for possible

salvage rather than as candidates for early

amputation.

Comparison of the final mortality per-

centage of 11% in these patients with a sim-

ilar mortality in a previously studied ampu-
tation series^ confirms that these individ-

uals are not subjected to a greater risk

than if amputation alone has been per-

formed.

Angiography was performed by the most

suitable technique. If the femoral pulse

was easily palpable in the involved leg,

femoral arteriograms were made by percu-

taneous direct needle puncture. Antiog-

raphy by femoral catheter was avoided

wherever possible because it appears to be

needlessly risky to place a catheter within

an atherosclerotic vessel. If the femoral

pulse was not easily palpable the examina-

tion was usually made by translumbar aor-

tography.

The constant temptation to extend the

vascular repair to include all lesions de-

monstrable by angiogram was resisted.

There was maintained a policy of perform-

ing the vascular repair which would be the

minimal one needed to carry blood flow

under pressure to a point where distal per-

fusion would be adequate but to realize that

arteriosclerosis is always widespread and

that to attempt to correct the entire arterial

system leads to needlessly extensive proce-

dures.

Principles of arterial repair will not be

discussed extensively here. Emphasis was
placed upon the use of autogenous tissue in

preference to synthetic material wherever

possible (Table 2). Synthetic materials

constitute a foreign body and while they

are usually well received when placed as

large tubes in the extraperitoneal space,

they are less well tolerated below the in-

guinal ligament where the vessel diameter

is smaller and where considerable move-
ment invariably occurs even though no flex-

ion crease is crossed. Both thromboend-

arterectomy and bypass grafts were used.

In general there was preference for throm-

boendarterectomy for short lesions and for

a bypass graft for longer blocks although

this was not invariably true and in the final

analysis each case was operated upon in

whatever way appeared to be best for that

particular individual.

Results

Sixteen patients died during hospitaliza-

tion and in each instance the result was
scored as loss of the leg even though the leg

might be viable at death (Table 3). The
majority of the deaths were due to cardio-

vascular complications (12 patients), while

a minority were due to other nonvascular

Short Block

1. Thromboendarterectomy

1. Thromboendarterectomy

Table 2

Preferred Methods of Arterial Repair

Long Block Aneurysm

Large Arteries

1. Dacron tube graft 1. Dacron tube graft

2. Thromboendarterectomy

Small Arteries (Femoral, Popliteal)

1. Autogenous vein 1. Autogenous vein graft

bypass graft

2. Thromboendarterectomy
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Table 3

Mortality

Number Died %.

Under 65 73 3 4%
Over 65 66 13 12%

complications, such as bronchopneumonia
in one, and renal failure in another. Only 2

of the fatalities could be directly related to

the operative procedure. One synthetic

graft became infected and led to the pa-

tient’s death of hemorrhage five months
later. Another patient had a fatal hemor-
rhage from a vascular suture line following

discharge from the hospital.

The mortality rate was 11%, and this ap-

pears to compare favorably with the 10%
mortality in a series of primary amputa-

tions studied in this city several years ago.^

These similar mortalities appear to in-

dicate that the risk of death is approxi-

mately the same whether repair is under-

taken or primary amputation is done, and

points toward complications of the underly-

ing disease process as being the chief risk

rather than any particular type of arterial

repair or amputation. The statement of

Kinmonth, Rob, and Simeone- that “if the

patient is fit enough for major operation

he is well enough for an arterial reconstruc-

tive operation” summarizes the position in

regard to operative risk.

Twenty-three individuals had sympathec-

tomy with final salvage of the leg in 19. It

is suspected that these figures are consider-

ably better than might occur if a larger

number of patients were analyzed and it is

not believed that sympathectomy will al-

ways be this successful.

The successive waves of enthusiasm and

rejection of lumbar sympathectomy are

well known. Widespread use of sympa-

thectomy in the late 1940’s changed to its

virtual abandonment in the mid-1950’s with

a current swing back toward an increased

use of sympathectomy. Our present indica-

tions consist of (1) ablation at the time of

repair of the aorta or of the proximal iliac

artery, (2) use for minor distal skin

changes where the main artery is patent, or

where the femoropopliteal artery * cannot

be repaired. It is not used for claudication

alone.

Some form of arterial repair was carried

out in 99 patients. In 67% of these there

was leg salvage as indicated in table 1.

Analysis of salvage in lesions of the aorto-

iliac segment as opposed to the femoropop-

liteal segment showed no statistically sig-

nificant difference between the two. On the

other hand there was a considerably higher

salvage following thromboendarterectomy

than following bypass graft. This probably

reflects selection of the clean-out procedure

for patients with more easily reconstructed

lesions whereas the bypass was reserved for

patients with considerably more disease

(Fig. 3)

.

Sixteen required amputation of one or

Fig. 3. Patent femoropopliteal autogenous ve-

nous bypass grafts in both legs which restored

circulation and prevented amputations.

Progression of small vessel disease later necessi-

tated a left transmetatarsal amputation which

healed and the patient continues to walk.
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more toes or a part of the foot after success-

ful arterial repair. All of these healed suc-

cessfully and were counted as limb salvage

since the patient continued to be able to

walk. Figure 4 shows such a gangrenous toe

aggressive program aimed at such leg sal-

vage are, however, less well known than are

reports of individual techniques. Only a

minority of reports have stressed overall re-

sults of “salvage cases” where loss of the

Fig. 4. (a) Gangrenous great toe and ischemic necrotic ulcer of third toe in a 79 year old male,

(b) Healed toe amputation after (c) vein graft. (c) Angiography showed the only patent distal

vessel to be the anterior tibial which was used for a saphenous venous bypass placed through the

popliteal space and the interosseous membrane to the vessel as diagrammed.

and its appearance after a successful bypass

graft to the anterior tibial artery below the

knee with later amputation of the toe.

Figure 5 summarizes the overall results.

The limbs followed “less than six months”
represent recent cases or patients lost to fol-

low-up before the elapse of 6 months. The
pie graph also shows that of the 8% who re-

quired later secondary repair there was re-

salvage of half of the 12 limbs and failure in

half*. This graph clearly shows that over

half the legs have been retained to death or

last follow-up even when late failures are

counted. One of those for example was a

success for 5 years with loss at the end of

that time.

Discussion

Preservation of a functional limb by any

means available is the ultimate goal of

treatment in atherosclerotic arterial disease

of the extremity. The overall results of an

*The differences in salvage rates in figure 1

(62% total) and figure 5 (53% total) are the re-

sult of counting all initial salvage in figure 1

while showing late losses in figure 5.

extremity seemed imminent.

Roberts and Hoffman,-^ in 1958, report-

139 LIMBS FACING AMPUTATION

Fig. 5. Results to date indicate salvage in over

half the limbs despite 8% late failures (of which
half were secondarily salvaged).
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ed an overall salvage rate of 20% in 49

patients facing immediate amputation.

Trippel, Bernhard, and Laufman,^ in 1960,

salvaged 6 of 13 severely atherosclerotic

limbs. The 1962 report from Baylor Uni-

versity indicating 80% salvage in 315 pa-

tients with impending or overt gangrene

was associated with a primary amputation

rate of only 5%.® Mannick and Hume,'*

in 1964, reported 77% of 30 vein grafts for

various late vascular problems had done

well. The present series indicating 62% sal-

vage by aggressive surgical management
lends further support to the concept that

every attempt should be made to repair the

arteries rather than to advise immediate

primary amputation, especially for minor
degrees of gangrene or continuous pain at

rest. The prediction of Kinmonth, Rob, and

Simeone,- in 1963, that “the number of

limbs saved will justify the trouble of a

large number of unnecessary anteriograms

prior to amputation” is a valid statement.-

Conclusion

A plan of management aimed at salvage

rather than amputation of arteriosclerotic

limbs is quite feasible. It includes (1) an-

giography prior to amputation to determine

arterial reconstructibility, (2) avoidance of

general anesthesia wherever possible, (3)

unilateral extraperitoneal iliac repairs

wherever possible, (4) adequate surgical re-

pair rather than dependence upon anticoag-

ulants, and (5) revascularization prior to

toe or foot amputation.

This experience suggests continuation of

an aggressive surgical reparative approach

to the problem of threatened loss of limb

due to arteriosclerotic arterial lesions.

References

1. Dale, W. A. and Jacobs, J. K.: Lower Ex-
tremity Amputation: Results in Nashville 1956-

60, Ann. Surg. 155: 1011, 1962.

2. Kinmonth, J. B., Rob, C. G. and Simeone, F.

A. : Vascular Surgery. Baltimore, Williams and
Wilkins, 1963.

3. Roberts, B. and Hoffman, D.: Arterial

Grafting in Severely Ischemic Legs, JAMA 166:

1316, 1958.

4. Trippel, O. H., Bernhard, V. M. and Lauf-

man, H.: Limb Salvage in Occlusive Arterial

Disease of the Lower Extremities: Recent

Changes in the Surgical Approach, Arch. Surg.

81: 357, 1960.

5. Morris, C. G., Wheeler, C. G., Crawford, E.

S., Cooley, D. A. and DeBakey, M. E.: Restora-

tive Vascular Surgery in the Presence of Im-
pending and Overt Gangrene of the Extremities,

Surgery 51: 50, 1962.

6. Mannick, J. A. and Hume, D. M. : Salvage

of Extremities by Vein Grafts in Far Advanced
Peripheral Vascular Disease, Surgery 55: 154,

1964.

* *

Tennessee Medical Association

134th Annual Meeting

April 10, 11, 12, 1969

Gatlinburg, Tennessee



October, 1968 CASE REPORT 1003

CASE REPORT

Primary Hemangiopericytoma
Of The Orbit

By F. J. Fuste, M.D.,* Memphis, Tenn.

Hemangiopericytomas have been de-

scribed extensively^'^ since the original pub-

lication by Stout. ^ However, the number
of case reports of hemangiopericytoma of

the orbit is quite limited.

I

believe sev-

eral conclusions can be emphasized about

hemangiopericytoma in the orbital region.

In the review of 2,200 cases of intra-

orbital tumor published in 1958 by Forrest,^

there is no mention of the hemangioperi-

cytoma. If one excludes the publication by
StouH, in 1949, who included 1 case with

orbital localization, the first article which
describes a primary hemangiopericytoma of

the orbital region was written by Good-

man-’ in 1955. Goodman’s comments in re-

gard to its retrobulbar location and possible

relation to the meninges covering the optic

nerve is very interesting since several he-

mangiopericytomas have been described

subsequently as arising from the menin-

ges. Other conclusions have been reached

concerning this particular tumor in the or-

bit, but perhaps the most complete publica-

tion upon the subject was by Brown, Mac-
Carty and Soule^^ who, in 1965, reviewed

the literature and added 4 cases. They
stated that the “clinical importance of the

hemangiopericytoma lies in its potentially

malignant behavior.” This malignant be-

havior occurs despite the innocent-appear-

ing histologic pattern the tumor may show.

Report of Case

A 53 year old Negro complained of occa-

sional pain in the right frontal region since he
was 20 years old. This symptom had been
treated by a family physician as sinusitis, and its

relationship to the disease to be described is ob-

scure and probably unrelated.

In 1953, the patient noticed protrusion of the

right eye with swelling of the upper eyelid and

slight increase in lacrimination but with good vi-

sion. However, he was not seen by an ophthal-

mologist until February, 1965, when he was ad-

mitted to Methodist Hospital in Memphis for

*From the Department of Pathology, Univer-

sity of Tennessee, and Memphis City Hospitals,

Memphis, Tennessee

evaluation and consequent surgical exploration

of the orbital fossa.

A partial excision of a tumor localized in the

right retro-ocular region was made, and a micro-

scopic diagnosis of sarcoma compatible with an-

giomatous or Schwannoma type was suggested.

(Fig. 3, upper row.) The patient was discharged

and was advised to return for radical surgery.

In spite of the advice, the patient did not return

for further treatment.

In December, 1966, he was seen at the out-pa-

tient clinic of the City of Memphis Hospital be-

cause he had developed slight protrusion, partial

decrease in vision with an increase in lacrima-

tion, and mild pain in the right eye.

Ophthalmologic examination showed O.S. to be

normal, and O.D. as having severe proptosis with

temporal displacement, slight congestion of the

bulbar conjunctiva, and incomplete external

ophthalmia. X-ray examination of the skull

showed slight increased density of the right orbit

and a normal optic foramen. There was non-
bony erosion of the orbital region. Right carotid

arteriogram showed enlargement and stretching

with downward displacement of the right oph-

thalmic artery.

Operation. Through a transcranial approach a

firm, well-encapsulated retrobulbar tumor was
found, attached interiorly to the region of the

superior orbital fissure. It was not possible to

determine the exact origin of the mass. Exeresis

of the orbit was done. The dura above the or-

bital region was not involved grossly by the

tumor. The immediate post-operative course

was satisfactory.

Gross Pathologic Findings. The entire orbit

was received in the laboratory, including the

eyelid, globe, soft tissues, and some fragments of

bone from the wall. The specimen measured 5.5

cm. in the anterior-posterior diameter and 4.7

cm. in the vertical diameter. The specimen was
frozen in toto, and multiple sagittal sections

were made. These showed multiple nodules, non-
encapsulated but well-defined, rounded, firm,

and of a whitish-gray color with focal hemor-
rhage. The larger mass was retro-ocular in po-
sition and measured 2 cm. in diameter. (Fig. 1.)

Displacement of the globe forward with flatten-

ing of the posterior wall due to direct compres-
sion of the tumor was observed, but there was no
invasion of adjacent tissues. Excluding the pos-

terior fiattening, the globe was unremarkable.
The optic nerve was clearly displaced upward,
but the meninges surrounding the nerve were
not directly involved by the tumor. (Fig. 2)

Histologic Findings. Sections of the dura and
bony particles of the orbit revealed no tumor.
Multiple sections were made from the main and
satellite masses in sagittal and coronal sections

with particular attention to the relationship of

the tumor to the optic nerve and intra-orbital

meninges. No involvement by the tumor could

be established in these anatomic structures. Fat

stain was unremarkable in different areas of the
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Fig. 1. Sagittal section of the entire surgical

specimen of the right orbital region shows the

main retro-ocular mass and displacement of the

adjacent anatomic structures.

Fig. 2. Giant microscopic section of the operative

specimen to illustrate the main and satellite

masses. There is displacement but no infiltration

of the globe nor meninges around the optic

nerve.

tumor. Stained with H. and E. the tumor ap-

pears to be composed of atypical capillaries

showing a marked tendency to frequent anasto-

mosis. (Fig. 3.) These capillaries are outlined

by elongated endothelial cells, and in some areas

the capillaries are quite dilated and filled with

blood. Between the capillaries the tumor cells

are packed with fusiform and hyperchromatic

nuclei and scant, ill-defined cytoplasm. Mitosis

is not present but bizarre nuclei are numerous.
In other areas the tumor cells overgrow the en-
tire field, but with the high power it is always
possible to identify the vascular pattern which
was much more evident in sections stained for

the reticulum. Tumor cells also are observed in

the posterior margin of the anatomic specimen.
(This particular feature may make the future

prognosis questionable.) A true capsule is not

identified.

Microscopic changes of the eye were not of sig-

nificance to this paper. It has been emphasized
that neither the globe, optic nerve, nor meninges
were involved primarily or secondarily by the

tumor cells.

Discussion

Primary hemangiopericytoma of the orbit

does not show predominance in either sex;

in age distribution it occurs between 25 and

69 years. The retrobulbar region is the

most likely localization. Painless protru-

sion of the eye has been the major com-
plaint in the case reports that have been

published. Similar to this patient, tragic

results have been the rule because of the

lack of correct histologic identification and

appropriate treatment.

Slow growth with infiltration but without

metastasis and a remarkable tendency to re-

currence are the most significant character-

istics of this tumor of the orbit.

Summary

The literature of the hemangiopericytoma

of the orbit is reviewed and another case

has been added. The histologic identifica-

tion of this tumor has been emphasized to

avoid the tragic outcome which has oc-

curred in the majority of the cases reported

to the time of this publication.
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Fig. 3. Upper row. Microscopic picture of the biopsy (1965). Lake-like structures and poorly de-

fined capillaries are observed. Lower row. Microscopically, the surgical specimen (1966) shows
the capillary pattern better, and the Wilder stain (lower right) marks the vascular meshwork.
Spindle shaped hyperchromatic nuclei and ill-defined cytoplasm, are the most significant charac-

teristics of the tumor cells around the vascular spaces.
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brings the treatment together in a single prescription—prompt relief of headache and conges-

tion together with effective control of the organisms frequently responsible for complications

leading to prolonged disability in the susceptible patient.

For children and elderly patients you may prefer caffeine-free ACHROCIDIN Syrup. Each
5 cc contains: ACHROMYCIN (Tetracycline) equivalent to Tetracycline HCI 125 mg.; Phen-

acetin 120 mg.; Salicylamide 150 mg.; Ascorbic Acid (C) 25 mg.; Pyrilamine Maleate 15 mg.

Contraindications: Hypersensitivity to any compo-
nent.

Warning: In renal impairment, since liver toxicity is

possible, lower doses are indicated; during prolonged
therapy consider serum level determinations. Photo-
dynamic reaction to sunlight may occur in hyper-
sensitive persons. Photosensitive individuals should
avoid exposure; discontinue treatment if skin dis-

comfort occurs.

Precautions: Drowsiness, anorexia, slight gastric dis-

tress can occur. In excessive drov/siness, consider
longer dosage intervals. Persons on full dosage
should not operate vehicles. Nonsusceptible organ-
isms may overgrow; treat superinfection appropri-
ately. Treat beta-hemolytic streptococcal infections

at least 10 days to help prevent rheumatic fever or

acute glomerulonephritis. Tetracycline may form a

stable calcium complex in bone-forming tissue and

may cause dental staining during tooth development
(last half of pregnancy, neonatal period, infancy,

early childhood).

Adverse Reactions: Gastrointestinal—dinorexidi, nau-
sea, vomiting, diarrhea, stomatitis, glossitis, entero-

colitis, pruritus ani. i’A/n — maculopapular and
erythematous rashes; exfoliative dermatitis; photo-
sensitivity; onycholysis, nail discoloration. Kidney
-dose-related rise in BUN. Hypersensitivity reac-

tions—urticaria, angioneurotic edema, anaphylaxis.

Intracranial—hedging fontanels in young infants.

Tcc//i—yellow-brown staining; enamel hypoplasia.

anemia, thrombocytopenic purpura, neutro-

penia, eosinophilia. L/vcr—cholestasis at high dosage.

Upon adverse reaction, stop medication and treat

348-8



SUMMARY OF TMA BOARD OF TRUSTEES ACTIONS
—JULY 28. 1968

The Board of Trustees, in its quarterly meeting held in Nashville on

July 28th, took action on a number of matters of importance. These in-

cluded: The appointment of Dr. George R. Livermore, Jr., Memphis, as a

member of the TMA Committee on Hospital Accreditation , . . Confirmed
the appointment of Dr. R. H. Kampmeier, Nashville, to chairman the TMA

Utilization Review Committee . . . Approved the co-sponsorship of a

training course on "Infections, Control in Hospitals and Institutions:
Administrative" in cooperation with the University of Tennessee College
of Medicine . . . And reaffirmed the Board’s concern and interest in the

Student American Medical Association chapters.

REVISED CODE OF COOPERATION BETWEEN MEDICAL AND BAR ASSSOCIATIONS . . .

The Board studied and accepted recommendations from the Interprofes-

sional Liaison Committee relative to amendments in the Code of Cooper-

ation between the Tennessee Medical Association and the Tennessee Bar

Association. With the revised provisions, the Board adopted the Code

and directed that it be forwarded to the appropriate committee of the

Tennessee Bar Association for final action. The proposed Code was

originally submitted to the House of Delegates in the April, 1968

session.

PLANNING AND DEVELOPMENT . . . The Board heard the Committee on Plan-

ning and Development make its report with recommendations concerning the

organizational and financial structure of TMA; better utilizing knowl-

edge and experience of past-presidents ; election of officers ; and annual

meeting format. In addition, a survey of the membership on a number of

issues was approved and the questionnaire was included in the September

issue of the Journal which urged all physicians to reply with their

views. The survey included the question of TMA dues and the need for

adequate financing of the Association's activities . . . Approved the

scheduling of visits of officers and trustees of the Association before

all county medical societies throughout the state . . . Received a report

from the Executive Director relative to a meeting with the President of

the Pharmaceutical Manufacturers Association concerning efforts to in-

crease the participation of pharmaceutical companies in exhibits at the

state meeting . . . Approved with the TMA Council, a letter to go to all

county medical societies relative to podiatrists and hospital staff

privileges.



COMMITTEE ON CONTINUING MEDICAL EDUCATION . . . Approved a report
from Dr. R. H. Kampmeier, Chairman, on the proposal for the activities
of the Committee on Continuing Medical Education. The Board also named
the physicians to compose the Continuing Medical Education Committee.

^ ^

OTHER ACTIONS . . . Approved the second quarter financial statement . . .

Heard a report from the Executive Director on final plans of presenting
the State and the County Medical Officers Leadership Conference.

^ ^ ^ sjc

REGIONAL CONFERENCE ON HEALTH CARE COST ... The Board received noti-
fication from the AMA of a Regional Conference on Health Care Cost to be

conducted in Atlanta and had found that representatives to the Confer-
ence did not include physicians from Tennessee. A letter from the Board
to the HEW Regional Office requesting additional information revealed

that participants selected by the HEW to represent Tennessee in the Con-

ference did not include representation by TMA. It was the consensus of

the Board that TMA should have representation at such a conference and a

letter was written to the Director of the Atlanta Regional Office of HEW
requesting TMA representation. (Subsequent confirmation has been re-

ceived wherein TMA representatives were invited) . . . The Board also

heard a detailed report from the Committee on Governmental Medical Serv-

ices and its activities involving Medicare, fiscal intermediary, etc.

. . . Approved a recommendation for a grant wherein the national Library
of Medicine would establish a regional medical library for the South-

eastern United States under the Medical Library Assistance Act. The

Regional Medical Library, designated the Southeastern Regional Biomedi-

cal Information System will be located at Vanderbilt University in Nash-

ville . . . It was determined that the fourth quarter meeting of the

Board of Trustees would be conducted in Memphis on October 20th.

4: ^ :{c

TMA'S 1969 ANNUAL MEETING . . . Will include among featured speakers. Dr.

Dwight Wilbur, President of the American Medical Association and Mr.

James Foristel of the AMA Washington office who is a liaison representa-

tive from medicine with the Congress. The annual meeting will be held

in Gatlinburg April 10-12, 1969 . . . Your county medical society of-

ficers, key committee chairmen and others will get detailed information

on latest developments in medical organization and current information

at the State and County Medical Officers Leadership Conference to be

held in Nashville on Sunday, November 17th. Look to them for a report

at your county medical society meeting after November 17th.

AMA—EXECUTIVE VICE PRESIDENT . . . Dr. F. J. L. Blasingame has termi-

nated his services in that position which he has held since 1958 . . .

Dr. E. B. Howard, Assistant Executive Vice President, has been named

acting Executive Vice President until further notice by the AMA Board of

Trustees ... In view of increased functions of AMA, the Board has au-

thorized an analysis of AMA operations by a firm of management consul-

tants, after which a permanent head will be named. The AMA Board has de-

termined that new administrative direction will be required.



Hadley Williams, Public Service Director

PHYSICIAN PARTICIPATION IN BANK CARD PROGRAMS ... An opinion rendered

by the AMA Judicial Council November 26, 1966 regarding the acceptance

of credit cards or the newer "bank cards" is of importance to physi-

cians. In connection with physician participation in bank card pro-

grams, the Judicial Council recommends the following principals to be

implemented and applied as necessary by the county medical society for

the guidance of physicians as these programs develop. (1) The county

medical society should be satisfied as to the financial and professional

integrity of the plan. It should negotiate with the plan sponsors to

insure that service charges to the physician are reasonable. It should

insist that the plan be open to all physicians on the same terms and

that it not exploit or capitalize on physicians’ participation in the

plan. It should advise the plan that the listing of physicians in di-

rectories of participating members is contrary to the ethics of the

medical profession. (2) The individual physician may not, because of

his participation, increase his fee for medical service rendered the pa-

tient. He may not use the plan to solicit patients. He may not encour-

age patients to use the plan. His position must be that he accepts the

plan as a convenience to patients who desire to use it. Plaques or

other devices indicating participation in the plan within the physi-

cian's office shall be kept to a discreet and dignified minimum.

Plaques, signs, or other devices indicating such participation visible

outside the physician's office are unacceptable. (3) The use of the

bank card in connection with the payment of larger fees - which might

normally be paid to the physician in installments - is not encouraged.

All members of the Association are expected to continue the traditional

practice of permitting patients of limited means to pay relatively large

fees in installments without interest or carrying charges. Out of re-

spect for the dignity and traditions of the medical profession, the

physician may not relieve himself of his obligations "to render service

to humanity, reward or financial gain being a subordinate considera-

tion."

REGISTRATION UNDERWAY FOR LEADERSHIP CONFERENCE . . . Advance regis-

tration has begun for those who plan to attend the 5th biennial State

and County Officers Leadership Conference November 17th at the Hermitage

Hotel in Nashville. Invitations have been extended and more than 200

interested physicians are expected to attend. A line-up of outstanding



Nationally recognized persons, including Senator Howard H. Baker, have

agreed to participate on the program. Those planning on attending
should return their advance registration card as soon as possible.

^ ^ s|c )|c

GOVERNOR ELLINGTON ADDRESSES IMPACT MEETING . . . Governor Buford

Ellington did not let the uncomforts of a cold deter him from appearing
on the IMPACT (Independent Medicine’s Political Action Committee - Ten-

nessee) political education workshop program in Nashville September 7th.

The Governor emphasized the need for responsible political action and

called the actions of the Hippies, Yippies and dirty whites during the

Democratic Convention in Chicago a clear illustration of irresponsible

political action. In praising Chicago’s Mayor Richard Daley, Governor

Ellington also defended his effort to avert trouble within Tennessee by

preparing police and National Guardsmen to handle civil disorders. Gov-

ernor Ellington also expressed concern that the recently enacted Title

XIX program could cost Tennessee more than the state is currently ex-

pending for education. He also expressed concern over the program’s
definition of "needy" and would be opposed to the inclusion of anyone

"too durn lazy to work". Also appearing on the program was 9th district

Congressman Dan Kuykendall. He also urged the Workshop participants to

become involved in partisan politics and praised the IMPACT and AMPAC

organizations for its interest and activity in political action. More

than 50 interested physicians, their wives and guests attended the one-

day affair.

^ ^ ^ ^

MAKE PLANS NOW TO ATTEND AMA CLINICAL CONVENTION . . . Physicians in-

terested in attending the AMA Clinical Convention in Miami Beach Decem-

ber 1-4 should make their travel and hotel arrangements as soon as pos-

sible. More than 10,000 persons are expected for the 22nd Clinical

meeting. In addition to the sessions of the policy-making House of

Delegates, more than 125 scientific exhibits will be shown along with

the presentation of several postgraduate courses, breakfast roundtables

and a series of clinical workshops. Check the October 21st issue of the

AMA Journal for the complete scientific program and make plans to

attend.

JOINT STATEMENTS ON PATIENT CARE PROCEDURES ... A pamphlet is now

available which outlines statements developed by the TMA Interprofes-

sional Liaison Committee with representatives of the Tennessee Nurses

Association and Tennessee Hospital Association regarding patient care

procedures by registered nurses. The guidelines on venipuncture, closed

chest cardiopulmonary resuscitation and acute cardiac care were pre-

sented by the TMA committee to the House of Delegates last April.

Copies of the pamphlet are available without cost by writing TMA head-

quarters.
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Leadership Conference

A great deal of time, energy and, I hope, success has been ac-

complished by the TMA officers and staff in developing a very in-

formative and interesting leadership conference for all State and
County Medical Society Officers, Delegates and Alternates to the
TMA House of Delegates, committee chairmen of the county so-

cieties and the state medical association. The all day meeting will

be held in Nashville on Sunday, November 17. Any TMA mem-
ber who does not receive a personal invitation is also more than
welcome to attend the conference provided he will notify our
executive director in advance. The meeting would be well worth
the effort just to hear Senator Howard Baker evaluate the results

of the November election as far as the 91st Congress is concerned.

We can only hope it will be as good as the 90th Congress and as different as possible

from the socialistic tendencies of the 89th Congress.

A great many of your medical society officers have recently returned from the Ameri-
can Medical Association P-R Conference in Chicago. Many of you, like myself, have been
impressed with the informative information gained at these conferences. Like the AMA,
our TMA for the past ten years has been holding very similar and successful biannual
meetings under the expert guidance of our Executive Director, Mr. Jack Ballentine. This

year is no exception. The opening address is by Dr. Ernest B. Howard, Associate Execu-
tive Vice-President of the AMA on, “Why We Need To Be Leaders.” The final address is

by Dr. Blair J. Henningsgaard, Chairman of the Board, American Medical Political Ac-
tion Committee, Astoria, Oregon, on “Political Action and The Physician.”

Be sure and check the date on your calendar—Sunday, November 17, at the Hermitage
Hotel, Nashville. Here are other prominent speakers and panel discussants of our star-

studded conference.

Alvin J. Ingram, M.D., Secretary-Treasurer, American Medical Association, Memphis

J. Robert Lindsay, M.D., Regional Medical Director, USPH, Department of H.E.W.,
Atlanta

H. P. Hopkins, Ph.D., Director, Division of Health Services, Tennessee Department of

Public Health, Nashville

Addison B. Scoville, Jr., M.D., President, Health and Hospital Planning Council, Nash-
ville

Frank M. Norfleet, Chairman, Mid-South Medical Center Council for Comprehensive
Health Planning, Memphis

Hugh W. Brenneman, Executive Director, Michigan State Medical Society, East
Lansing

Morton D. Miller, Vice-President and Chief Actuary, Equitable Life Assurance So-

ciety of the United States, New York

Sincerely,

President
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EDITORIAL

RADIATION HAZARDS TO THE
HUMAN FETUS

Until 15 years ago diagnostic radiographic

procedures were considered harmless not

only for the patient but also for the fetus if

the patient happened to be a pregnant

woman. With experience gained from the

follow up of the victims of atomic bombs
and radiobiologic experiments, this belief

has changed.

The basic unit of radiation is 1 r. Gerhart

S. Schwarz^ states that 600 r delivered to

the entire body will kill any man, woman or

child; whereas 400 r will kill approximately

50% of individuals within 30 days. It is un-

derstood that such a dose delivered to a

small part of the human body will have al-

most no effect.

The rate of delivery of the dose of radia-

tion also affects its biologic effectiveness.

Radiation is more damaging the more

^Schwarz, Gerhart S., Radiation Hazards to the

Human Fetus in Present-Day Society, Bull. New
York Acad. Med. 44: 338, 1968.

quickly it is delivered. For this reason

therapeutic radiation is usually spread over

four to six weeks to minimize ensuing dam-
age. Conversely, the most undesirable ra-

diation to which society is exposed is the

flash exposure. The two best known exam-
ples of flash radiation are the exploding

atomic bomb which may last 30 to 60 sec-

onds and the medical radiographic exposure

which lasts 0.1 to 1 second.

Finally, the age of the individual in-

fluences the degree of biologic reaction to

radiation. A considerable amount of evi-

dence has been accumulated that indicates

that the radio-sensitivity of the recently

fertilized egg is greatest in the gastrula and

morula stages and it decreases gradually

during fetal life. The radiosensitivity of

the mouse embryo in utero depends on the

day of gestation with the LD50 rising from

100 r after fertilization to 800 r at birth.

Certainly if less than 100 r can be lethal

in the earliest stage of pregnancy, at a time

when pregnancy is not usually recognized, a

much smaller dose will damage the fetus in

some other way, but will let it survive as a

misfit. Two questions must be answered.

(1) What is the smallest dose that can harm
the fetus? (2) What is the largest dose that

a human fetus receives from diagnostic

medical radiography?

The first question is difficult to answer.

Robert Rugh has shown that 50 r will pro-

duce malformations of the skull and brain

in a certain percentage of rats and it is as-

sumed that smaller doses may suffice to

produce leukemia.

In regard to the second question, Schwarz

states that a woman might receive 11.2 r to

her gonads if she entered the hospital for

diagnostic study. This is derived from the

following: natural background 0.1 r, chest

x-ray, AP and lateral 0.03 r, cholecystogram

0.1 r, intravenous pyelogram, 8 films, 1.0 r,

lumbosacral spine, 6 films, 2.0 r, upper G.I.

and fiuroscopy 2.0 r and barium enema, 6.0

r.

The question now is whether gonadal

doses between 1 and 10 r delivered to a

pregnant woman have actually ever harmed

the baby. Alice Stewart- in 1958 inves-

tigated a series of children who had died of

leukemia or other malignant diseases and
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showed that the chances of a child develop-

ing malignancy were nine times as great as

compared with normal controls, if the

mother had been irradiated during the sec-

ond half of pregnancy. Thus, not only was
the child more likely to develop leukemia
or malignant disease if his mother had been
irradiated during the pregnancy, but if irra-

diation had occurred early in fetal life the

chance of developing such diseases was
even greater. McMahon and Levy® de-

scribed similar results and, in addition,

showed the latency period between expo-

sure and the development of malignancy

was years. This confirms observations of

the Hiroshima and Nagasaki survivors who
are still developing new cases of leukemia

due to atomic radiation 16 years after the

explosion of the bombs.

These studies suggest that the first rule

for the practicing physician should be to re-

frain from diagnostic x-ray procedures

other than filming the chest during preg-

nancy unless such procedures are absolutely

necessary. Usually the cholecystogram,

pyelogram, lumbosacral spine or intestinal

study can wait until after delivery. In

Denmark a regimen has been set up so that

an abortion is considered if the fetal dose

lies between 1 and 10 r. If it exceeds 10 r it

is recommended that abortion be the gen-

eral rule. Also, in Denmark, it is recom-

mended that young women of reproductive

age not have any abdominal x-ray exam-
inations except during the two weeks after

the onset of menstruation.

A recent study at Sloane Hospital for

Women showed that although the percent-

age of pelvimetries on pregnant women had

decreased from 15 to 5%, the fetal mortality

had remained constant, indicating that ba-

bies were not being lost by failure to per-

form routine pelvimetries during preg-

nancy.

In conclusion, it must be emphasized that

abdominal diagnostic x-ray procedures

must be avoided during pregnancy unless

absolutely necessary.

A.B.S.

-Stewart, A., et. al., A Survey of Childhood

Malignancies, Brit. Med. J. 1: 1495, 1958.

'‘McMahon, B., and Levy, M. A., Prenatal Origin

of Childhood Leukemia, New England J. Med.

270: 1082, 1964.

IN MEMORIAM

Bridges, T. Fort, Nashville. Died August 19,

1968, Age 72. Graduate of Vanderbilt University

School of Medicine, 1924. Member of Davidson
County Medical Society.

Conger, Hubert Lee, Parsons. Died August 18,

1968, Age 65. Graduate of University of Tennes-
see College of Medicine, 1937. Member of Consol-
idated Medical Assembly of West Tennessee.

McCormick, Rudolph B., Memphis. Died Au-
gust 11, 1968, Age 74. Graduate of University of

Tennessee College of Medicine, 1920. Member of

Memphis-Shelby County Medical Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

New Members
The Journal takes the opportunity to welcome

these new Tennessee Medical Association mem-
bers.

WEST TENNESSEE CONSOLmATED
MEDICAL SOCIETY
James H. Druff, M.D., Western State

Charles W. Cox, M.D., Jackson

3IEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Karl R. Whitney, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Samuel J. LaVoi, M.D., Nashville

Knoxville Academy of Medicine

Dr. Frank V. Comas, Chief of Radiation

Therapy, Oak Ridge Associated Universi-

ties, Associate Professor of Radiology and

Chief of Radiation Therapy at the Univer-

sity of Tennessee Memorial Research Cen-

ter and Hospital, presented the first Willis

F. Kraemer Memorial Lecture at the meet-

ing of the Academy on September 10th. The
subject of Dr. Comas’ address was “Current

Trends in Radiation Therapy.”

Dr. Willis F. Kraemer was the first chair-
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man of the Department of Radiology at the

Research Center and Hospital and the lec-

ture series is sponsored by his associates

and former students. It is planned by the

Academy that the Lecture will be an an-

nual event.

Roane-Anderson County
Medical Society

The regular dinner meeting of the Society

was held in the cafeteria of Oak Ridge Hos-

pital on Tuesday, September 24th. The pro-

gram was presented by Dr. Albert Diddle

and Dr. Jack Ford of Knoxville. Dr. Diddle

discussed “The Headache and The Pill” and

Dr. Ford’s presentation was entitled “Rho
Gam”.

Memphis-Shelby County
Medical Society

The Memphis-Shelby County Medical So-

ciety met in regular session on September
3rd in the auditorium of the Institute of Pa-

thology, University of Tennessee. The pro-

gram, sponsored by the Liaison Committee
to U.T., C. D. Hawkes, Chairman, was mod-
erated by Dr. M. K. Callison, Dean, Univer-

sity of Tennessee. Speakers and their sub-

jects were: Dr. Homer Marsh—“Medical

Units as a State Wide Program”; Dr. Roland

Alden—“Future of Basic Sciences”; Dr.

Glenn Clark—“Hospital and Medical

School”; and Dr. James Culbertson—“Re-

gional Medical Program and the University

of Tennessee.”

A special called meeting of the Society

was held September 16th for a discussion of

“City of Memphis Hospitals”. All members
and other interested persons were invited to

attend.

NATIONAL NEWS

The Month in Washington

(From Washington Office, AMA)

President Johnson signed into law the

Health Manpower Act of 1968 which ex-

tends for two years, until June 30, 1971, and

expands the federal programs of aid to med-
ical and allied health schools.

Other health legislation enacted into law:

1) establishes a National Eye Institute as

part of the National Institutes of Health; 2)

requires federal buildings to provide easy

access to the handicapped; 3) authorizes

standards to prevent gas lines from leaking

and exploding.

President Johnson termed the health

manpower law “a major measure in the bat-

tle for better health.” It authorizes about

$1.2 billion in federal aid to medical and

other health personnel schools over two
years for construction, expansion and oper-

ating expenses. Congress followed most of

the Administration’s proposals in approving

the legislation but limited the extension to

two years, instead of the four years re-

quested.

Schools of pharmacy and veterinary med-
icine were made eligible for the first time.

Money authorizations for schools in the new
law: Medical and other health professions

—construction grants, $395 million; institu-

tional support, $285 million; scholarships,

$32.8 million; student loans, $70 million;

total, $782.8 million.

Nursing—construction, $60 million; insti-

tutional support, $75 million; traineeships,

$34 million; scholarships, $50 million; stu-;

dent loans, $41 million; total, $260 million.

Allied health (fiscal 1970 only)—con-

struction, $10 million; institutional support,

$20 million; traineeships, $5 million; new
methods, $4.5 million; total, $39.5 million.

Public health—graduate training, $20.5

million; traineeships, $24 million; total,

$44.5 million. Health research construction,

$50 million.

Both the Democratic and Republican 1968

national campaign platforms cited the im-

portance of the role of private enterprise in

the development of government health pro-

grams. The GOP placed greater emphasis

on private medicine than the Democratic

party did.

“While believing no American should be

denied adequate medical treatment, we will

be diligent in protecting the traditional pa-

tient-doctor relationship and the integrity

of the medical practitioner,” the Republican

plank said.

The Republican platform also pledged “to
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encourage the broadening of private health

insurance plans,” including extension to

cover mental illness.

“Through a partnership of government
and private enterprise, we must develop

new coordinated approaches to stem the

rise in medical costs without lowering the

quality or availability of medicare care,”

the Democratic platform said. Without
being specific, the Democrats indicated sup-

port for universal government health insur-

ance or, at the least, wide expansion of med-
icare or medicaid (or both). Boasting of

“giant steps” in the past eight years “in as-

suring life and health for its citizens,” their

platform said; “We Democrats are deter-

mined to take those final steps that are nec-

essary to make certain that every Ameri-
can, regardless of economic status, shall live

out his years without fear of the high costs

of sickness.”

The Democratic health plank also said

medical costs could be lowered by more
out-of-hospital care, comprehensive group

practice arrangements, increased availabil-

ity of neighborhood health centers, and the

greater use of sub-professional aides.

The Republican platform said “inflation

produced by the Johnson-Humphrey Ad-
ministration” was a major factor in the in-

creases in health care costs.

American Medical Association spokesmen

appeared before the platform committees of

both parties at pre-convention hearings.

Dr. Donald E. Wood, Indianapolis, Ind.,

chairman of the AMA’s Council on Legisla-

tive Activities, testified at the Republican

hearing; Dr. John R. Kernodle, Burlington,

N. C.
,
a member of the AMA Board of

Trustees, at the Democratic. Their state-

ments were the same.

The AMA statement expressed hope that

the next federal Administration, whether it

be Democratic or Republican, “will provide

men and women in medicine, and those en-

gaged in the allied sciences, the opportunity

to think and work in a free atmosphere to

pursue their common goal of a better and

more healthful life for everyone.”

The AMA emphasized the desirability of

health programs being partnerships among
private enterprise and federal, state and

local governments. The AMA pledged its

support to such cooperative programs for

mental illness, infant mortality, occupa-

tional health and safety, and education of

physicians and allied health personnel.

Concerning health care costs, the AMA
said: “We believe that programs to increase

the production of medical and other health

personnel can be cooperatively and effec-

tively undertaken. We are further firmly

convinced that we can and must work to-

ward health in the inflationary spiral, and

toward a productive use of tax dollars ex-

pended in the health area. New and old tax

supported programs in the health field

should be critically evaluated so that while

the best health care is attained, overlap-

ping, waste and unnecessary programming
are avoided. In this regard, we recommend
the establishment of a cabinet-level Depart-

ment of Health, headed by a physician as

Secretary, with overall responsibility for all

federal health programs, so that maximum
effectiveness may be attained.

“We have always maintained that high-

quality medical care should be available for

all Americans, including those who need as-

sistance in meeting the costs of such

care. . . . Firmly convinced that adequate

health insurance coverage is the choice

mechanism for the financing of quality

health care costs, we suggest that the coun-

try embark on a program of tax credits for

health insurance premiums. Under such a

plan, all individuals and families would be

encouraged to provide themselves with

health care cost protection, with those in fi-

nancial need receiving the greater amount
of tax credit on a graduated basis.”

A retired air force officer, Maj. Gen.

Theodore C. Bedwell, Jr., M.D., 59, has been

appointed to the newly-established post of

chief medical officer for the medicare pro-

gram. He will be liaison with the medical

profession.

He most recently was director of staff,

office of the deputy assistant secretary of

defense (manpower—health and medical)

.

A native of Texas, he was graduated from

Baylor University Medical College. A
holder of the distinguished service medal.

Dr. Bedwell in 1962 received the American
Medical Association’s special aerospace

medicine honor citation.
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a stuffy nose

is no

laughing matter

Smith Kline & French, Laboratories

Before prescribing, see complete prescribing

information in SK&F literature or PDR.

Contraindications: Glaucoma, prostatic hyper-

trophy, stenosing peptic ulcer, pyloroduodenal

or bladder neck obstruction.

Precautions: Use cautiously in the presence

of hypertension, hyperthyroidism, coronary artery

disease; warn vehicle or machine operators of

possible drowsiness.

Usage in Pregnancy: Use in pregnancy, nursing

mothers and women who might bear children only

when potential benefits have been weighed against

possible hazards.

A/ofe.The iodine in isopropamide iodide may
alter PBI test results and will suppress I'®'

uptake; discontinue 'Ornade' one week before

these tests.

Adverse Reactions: Drowsiness; excessive

dryness of nose, throat or mouth; nervousness:

insomnia. Other known possible adverse reactions

of the individual ingredients: nausea, vomiting,

diarrhea, rash, dizziness, fatigue, tightness

of chest, abdominal pain, irritability, tachy-

cardia, headache, incoordination, tremor,

difficulty in urination. Thrombocytopenia,
leukopenia and convulsions have been reported.

Supplied : Bottles of 50 capsules.

TrademarkOrnade
Each capsule contains 8 mg. of Teldrin®

(brand of chlorpheniramine maleate), 50 mg.
of phenylpropanolamine hydrochloride, and
2.5 mg. of isopropamide, as the iodide.

Spansule® Capsules
brand of sustained release capsules

each one can

give him all-day

or all-night relief

of nasal congestion
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MEDICAL NEWS
IN TENNESSEE

University of Tennessee

Medical Units

Dr. Leslie B. Reynolds, Jr., has been

named acting chairman of the Department

of Physiology and Biophysics at the Uni-

versity of Tennessee Medical Units, suc-

ceeding Dr. N. R. Diluzio, who has moved to

Tulane.

Dr. Reynolds has agreed to serve as act-

ing chairman for one year until a perma-

nent chairman can be named. A faculty

member since July 1, 1967, he came to Mem-
phis from Northwestern University Medical

School where he earned his M.D. degree.

He holds the Ph.D. degree in physiology

from the Medical College of South Carolina.

Two other appointments in the same de-

partment were announced also by Dr. Ro-

land H. Alden, dean of the College of Basic

Medical Sciences. Dr. Daniel Brody has

been named head of the Division of Clinical

Physiology, and Dr. Robert N. Stiles has

joined the department as assistant professor

of physiology and biophysics. Dr. Brody,

faculty member since 1946, is director of the

Cardiovascular Research and Training Cen-

ter, a computer research program that

unites the efforts of researchers in the Med-
ical Units with science and engineering pro-

fessors at Southwestern College and Chris-

tian Brothers College, both in Memphis.

The Center’s financial support comes from

the National Institutes of Health. Dr. Stiles

was formerly with Butler University in In-

dianapolis, where he was assistant professor

of zoology.

Meharry Medical College

Dr. Thomas W. Johnson, associate profes-

sor of medicine and director of the division

of dermatology at Meharry Medical College,

has been appointed dean of student affairs.

Dr. Johnson, of Hartford, Connecticut, ob-

tained his B.S. degree in zoology from How-
ard University in 1948 and his medical de-

gree from Meharry in 1957. He holds two

master of science degrees, one in bacteriol-

ogy from the University of Illinois and an-

other in dermatology from Tufts Univer-

sity, Medford, Massachusetts.

Cardiac Nursing Seminar

The Fifth annual Cardiac Nursing Semi-

nar, an educational event jointly sponsored

by the Tennessee Heart Association, the

Heart Disease Control Program of the State

Department of Public Health, and the

Mason and Dixon Lines, Inc., was held Sep-

tember 16-17 at Holiday Inn in Bristol. Dr.

Fred Ownby, director of the Cardiac Care

Unit, Baptist Hospital, Nashville, and co-

director of the Cardiac Nursing Program at

Baptist, was guest speaker for the banquet

on September 16th.

Activities on September 17 included a

presentation by Mrs. Norma Shepard, R.N.,

nursing director of the Cardiac Care Unit at

Baptist Hospital, Nashville; a film dealing

with nursing in the coronary care unit, and
an equipment demonstration on some of the

latest in physiological monitoring devices

used in these units; and a panel discussion

with contributions from a coronary care

unit nurse, a former patient, and Dr.

Thomas W. Green of Bristol. Dr. Green is

the medical advisor for the Coronary Care

unit at the Bristol Memorial Hospital.

Information re Payments to Physicians

Under CHAMPUS
The Department of Defense has warned

that it will not continue to pay more than

the physicians’ fees set by a health care

plan for military dependents and retired

military personnel. A DoD spokesman said

some $60,000 in fees beyond the stated lim-

its will be paid this year for 3,500 persons

who complained that the program did not

completely cover their doctors’ bills. He
said the department decided to pick up the

bill “out of simple justice” because it was
not certain that the dependents had under-

stood that terms of their medical coverage

limited the fee that could be reimbursed by
the government.

Once all persons covered by the Civilian

Health and Medical Program of the Uni-

formed Services (CHAMPUS) have been

notified, the government’s payment of fees

above a “reasonable, usual and customary”

level will cease. The DoD spokesman
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stressed that the problem was “very minor”

in view of the fact that CHAMPUS covers

six million persons and is operating on a

$199 million appropriation. Ninety-nine

percent of the civilian physicians treating

persons under the program are charging

fees within the accepted limits. The limits

are set by commercial health insurance

firms under contract and are based on cus-

tomary fees paid by these firms in various

regions of the country. This method of set-

ting maximums was taken from the Social

Security Amendments of 1965.

The Department of Defense is advising

military dependents to make sure that a

physician will accept the CHAMPUS fee in

full payment before obtaining treatment.

Effort to Stimulate Student Interest

in Health Careers

Nashville’s Health Careers Fair on No-

vember 1 and 2 will be the first opportunity

for 90,000 students from all across Middle

Tennessee to see at first hand the opportuni-

ties that await them in the health field.

Exhibit booths v/ill be featured at the

Health Careers Fair, each being staffed by
health professionals. Visitors to each booth

will receive information regarding the func-

tions of the particular career and the educa-

tional programs and opportunities available

in that career. Thirty-five professions in

the health field will be exhibiting, offering

information pertaining to the professional,

technical and assistant levels of their par-

ticular field. One of the featured exhibits

will offer scholarship and financial assist-

ance information.

The Fair has as its theme, “Health Ca-

reers—Ver-ry In-tear-resting!!” In addition,

regular entertainment is scheduled in the

musical vein most appreciated by junior

high and high school students, and there

will be drawings and prizes.

Sponsorship of this “top-drawer” educa-

tional event is broad. Among the active

sponsors are: Nashville Academy of Medi-

cine, Middle Tennessee Hospital Council,

South Middle Tennessee Hospital Council,

and the Middle Tennessee Education Asso-

ciation. The fair has drawn the interest of

a great many groups and organizations out-

side the paramedical field. Some of those

active in organizing and conducting the

Health Careers Fair include the Metro De-
partment of Education, Metro Department
of Public Health, the Nashville Metropoli-

tan PTA Council and nursing and medical

groups. The Fair is sponsored by the state-

wide Health Careers Program which is a

project of the Tennessee Hospital Education

and Research Foundation, Inc.

James W. Holderfield Joins TMA Staff

^ Holderfield, Nashville, has

^ 1 been named Administrative
''

' Assistant on the Staff of the

,

' '

• Tennessee Medical Associa-

nounced by J. E. Ballentine,

Executive Director of TMA.
Mr. Holderfield assumed his duties on Sep-

tember 15th.

A native of Pine Bluff, Arkansas, Mr.

Holderfield was born on November 21, 1943.

He attended Middle Tennessee State Uni-

versity, receiving a B.S. degree in Business

Administration in 1965. He later entered

graduate school at Richmond Professional

Institute and received an M.S. degree in Re-

habilitation Counseling. Mr. Holderfield

returned to Nashville where he has been as-

sociated with the State Rehabilitation Ser-

vice.

Holderfield will be responsible for special

assignments within TMA and will provide

administrative and staff services to fourteen

TMA committees, as well as perform other

organizational and administrative duties.

He is married to the former Geneva Suz-

anne Terry of Nashville and they reside

with their daughter Renee Marie, on High-

way 100 in Nashville.

PERSONAL NEWS

Dr. M. D. Ingram, Director, Gibson County

Health Department, was presented a service

award pin recently by Governor Buford Ellington.

Dr. Ingram holds the distinction of being the old-

est Health Officer in the state in point of length of

service.

Dr. Crawford Adams, Nashville, was guest

speaker at the 1968 Southern Tuberculosis Con-
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ference, held September 11-13 in Jacksonville,

Florida. Dr. Adams’ title was “Cardiac Function
Determined by Exercise (Utilizing the Treadmill
and Constant Monitoring and Continuous 10 hour
Tape Monitoring)”. The presentation was co-au-
thored by Dr. Robert G. Kiger of Nashville.

Dr. A. Walton Gothard, after completing two
years’ active duty as a medical officer at the base

hospital at Fort Campbell, Kentucky, has returned

to Chattanooga and opened offices in the Interstate

Building. Prior to his military service. Dr. Goth-
ard practiced medicine for four years in Chatta-

nooga. He will continue internal medicine as his

specialty.

Dr. Thomas C. Monroe, Chattanooga, has been
elected president of the Hamilton County Unit of

the American Cancer Society. Dr. Lloyd W.
Thompson was elected a member of the Board of

Directors. Reelected to the Board were: Drs.

John M. Crowell, Van Fletcher, Thomas Monroe,

and Charles R. Thomas, all of Chattanooga.

Dr. Thomas C. Littlejohn, Jr,, Chief Medical

Examiner for the State of Tennessee, addressed

the August 12 meeting of the McNairy County

Medical Society. Dr. Littlejohn discussed the

Medical Examiner System for the State of Ten-

nessee.

Dr. Hobart H. Beale of Martin has been ap-

pointed public health officer for the Northwest

Tennessee counties of Benton, Carroll, Henry and

Weakley.

Dr. Ben J. Birdwell has joined Dr. Joseph E.

Hurt, Nashville, for the practice of internal medi-

cine.

Dr. Robert L. Bomar, Jr., has joined Dr. Rollin

A. Daniel, Jr. of Nashville in practice for general

and thoracic surgery.

Dr. Azett Jimmie Mosrie has opened his office

for the practice of ophthalmology at 132 West

Sevier Avenue, Kingsport. Dr. Mosrie is a native

of Princeton, West Virginia, where he graduated

from Princeton High and later the Medical Col-

lege of Virginia at Richmond. He served his in-

ternship at Mercy Hospital in Springfield, Ohio,

and a three-year residency at the Medical College

of Virginia.

Dr, George L. Inge was presented a plaque by

the Knoxville Academy of Medicine on August

13th for twenty-five years of distinguished prac-

tice in the area. The presentation was made by
Dr. Jacob T. Bradsher, president of the Academy.

A former medical missionary to mainland China

has recently joined Dr. Henry A. Callaway and

Dr. James M. Callaway of Maryville in the prac-

tice of surgery. He is Dr. Henry S. Nelson. Dr.

Nelson is a graduate of Vanderbilt University

School of Medicine and served his internship at

the University Hospital in Iowa City, Iowa.

Dr. Robert E. Burr has joined Dr. Sam W. Car-

ney, Madison in the practice for pediatrics.

ANNOUNCEMENTS

Calendar of Meetings, 1968-1969

State

Nov. 7-8 Tennessee Academy of General

Practice Scientific Assembly
and Congress of Delegates,

Civic Auditorium, Gatlinburg

Nov. 17 Tennessee Medical Associa-

tion’s State and County Officers

Leadership Conference, Hermi-
tage Hotel, Nashville

National

Nov. 14-16 Southern Thoracic Surgical As-

sociation, Puerto-Rico Shera-

ton, San Juan, PR
Nov. 18-21 Southern Medical Association,

New Orleans

Dec. 1-4 American Medical Association

(Clinical Convention) Miami
Beach, Fla.

Dec. 7-12 American Academy of Derma-
tology, Palmer House, Chicago

Dec. 9-11 Southern Surgical Association,

Boca Raton Hotel and Club,

Boca Raton, Fla.

Jan. 18-23, 1969 American Academy of Ortho-

paedic Surgeons, Americana
Hotel, New York

Jan. 26-29 Society of Thoracic Surgeons,

Hilton Inn, San Diego, Calif.

Jan. 31-Feb. 2 Southern Radiological Confer-

ence (13th Annual), Grand
Hotel, Point Clear, Alabama

Feb. 18-22 American College of Radiology,

Regency Hyatt House, Atlanta

Feb. 23-26 Atlanta Graduate Medical As-

sembly, Regency Hyatt House,

Atlanta

Feb. 25-March 1 American College of Surgeons,

Puerto Rico Chapter, San Juan,

PR.

Feb. 26-March 2 American College of Cardiol-

ogy, New York Hilton, New
York

March 7-13 American Association of Pa-

thologists and Bacteriologists,

San Francisco Hilton, San
Francisco

March 10-13 New Orleans Graduate Medical

Assembly, Roosevelt Hotel,

New Orleans

March 15-19 American Academy of Allergy,

Americana, Bal Harbour, Fla.

March 23-24 American Laryngological Asso-

ciation, Roosevelt Hotel, New
Orleans

March 25-27 American Larynogological,

Rhinological and Otological So-

j

i

--if
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ciety, Roosevelt Hotel, New Or-

leans

March 27-29 Southern Society of Anesthe-

siolgists, Harriot Motor Hotel,

Atlanta, Ga.

March 28-29 American Otological Society,

Roosevelt Hotel, New Orleans

Mar. 31-April 2 American Association for

Thoracic Surgery, Fairmont

Hotel, San Francisco

Post Graduate Program of Training

In Maternal and Child Health

The Division of Maternal and Child Health of

the University of California School of Public

Health at Berkeley announces the following

postgraduate programs for pediatricians, obste-

tricians, and other physicians interested in re-

ceiving training in the field of Maternal and
Child Health. These programs all lead to the

degree of Master of Public Health. Tax-exempt
fellowship support is available.

Maternal and Child Health. A 9-month pro-

gram in planning, organizing, and operating

comprehensive health services for mothers

and children.

Family Planning. A 9-month academic pro-

gram providing intensive work in family

planning as part of the general graduate

preparation of maternal and child health

specialists.

School Health. A 9-month academic pro-

gram providing intensive work in school

health as part of the general graduate prepa-

ration of maternal and child health special-

ists.

The Multiply Handicapped and Mentally Re-

tarded Child. A 21-month academic and

clinical program in planning, organizing and
operating community services for children

with multiple handicaps, including mental

retardation. This program is primarily for

Board-certified or Board-eligible pediatri-

cians, or for physicians on the staff of insti-

tutions for the mentally retarded or handi-

capped children.

Career Development Programs. Three-year

academic and residency programs consisting

of one year of academic training leading to

the degree of Master of Public Health com-
bined with residency training in Pediatrics

or Obstetrics-Gynecology. The training em-
phasizes planning, organization and opera-

tion of comprehensive health programs.

Applications are now being accepted for the

group entering in July or September 1969. For

information, write to Helen M. Wallace, M.D.,

School of Public Health, University of California,

Berkeley, California 94720.

Continuing Education Courses
Sponsored by U.T. and Vanderbilt

A course on “Diagnostic Radiology for General
Practitioners” will be offered by the University
of Tennessee College of Medicine, Vanderbilt
University School of Medicine, and the U.T, Me-
morial Research Center and Hospital on October
31 and November 1. The program, under the di-

rection of Edward Buonocore, M.D., chairman,
department of radiology, U.T. Memorial Research
Center and Hospital, Knoxville, will be pre-
sented by (a) lectures, (b) panel sessions, (c)

questions and answers, (d) film interpretation

sessions, (e) demonstration of chest and gas-

trointestinal fluoroscopy using image intensifica-

tion and television technics with individual in-

struction, and (f) allowing each participant to

evaluate his own ability in radiographic inter-

pretation and technics. Each presentation will

be practical with ample opportunity for dialogue

between the members of the faculty and partici-

pants. Enrollment for this course will be lim-

ited.

On November 15th a course will be held on
“Treatment—Emotional Problems of the Family
Constellation”. This course, under the direction

of George Gee, Jr., M.D., Chairman, Department
of Psychiatry, U. T, Memorial Resarch Center
and Hospital, Knoxville, is designed for the phy-
sicians in general practice to acquaint them with
the treatment of emotional problems of the fam-
ily constellation. The methods of instruction

will include lectures, panel discussions, question

and answer sessions, and small group discussions.

The program will be presented by an outstand-

ing faculty selected for their ability as clinicians

and teachers.

The above programs are approved for pre-

scribed hours by the AAGP and both will be
held at Memorial Research Center and Hospital.

For additional information or applications con-

tact: The University of Tennessee Medical Units,

Division of Continuing Education and Confer-
ences, 62 South Dunlap Street, Memphis, Tennes-
see, 38103.

Second Annual Conference on

"Today's Hospital Problems:

An Inter-Disciplinary Approach"

The second annual conference on “Today’s

Hospital Problems: An Inter-disciplinary Ap-
proach”, a Leadership course for chiefs of staff,

hospital administration and governing personnel

(or Trustees), jointly sponsored by the Mound
Park Hospital Foundation, Inc. and the J. Hillis

Miller Health Center, University of Florida, will

be held November 7-9 at Tides Hotel and Bath
Club, Redington Beach, Florida. The Foundation
and University reserve the right to limit regis-

tration. Fee $75.00. Eighteen accredited hours

by the American Academy of General Practice if

desired. Address inquiries to: Postgraduate
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Medical Education, Mound Park Hospital, Foun-
dation, Inc., St. Petersburg, Florida 33701.

Medical Assistants Society

Of Tennessee

The Medical Assistants’ Society of Nashville,

in an effort to serve the doctors of this commun-
ity, is establishing a file which is to be kept cur-

rent on people who would like to work for doc-

tors either full-time, part-time or as vacation re-

placements. We are just beginning this effort,

but feel that this could be a beneficial service to

the doctors to have a source of personnel supply,

if needed. There is to be NO CHARGE to the

physician or to the employee. This is a free ser-

vice.

If you have need for a medical assistant, secre-

tary, bookkeeper, lab technician either for full-

time, part-time, or replacement need, feel free to

contact us at 291-6608, 9 A.M. to 5 P.M. or

291-2822 after 7 P.M. In turn we will supply

your office our folders on suitable personnel.

You will have an opportunity to look at these

folders and then personally contact the individu-

als if you are interested.

We will be happy to answer any questions you
may have about this service.

Medical Assistants’ Society is made up of

women who are full-time employees of physi-

cians or allied medical specialists. We would
appreciate your encouraging your employees to

investigate the group. We believe it is beneficial

and joyable to be a member of the Medical As-
sistants’ group.

Associate Medical Director, Full-Time,

Interested in Preventive Medicine for a

Plant of a Large Corporation Located in

Winston-Salem, North Carolina, With
5,000 Shop and Office Workers. Gen-
eralist, Internal Medicine or Occupational

Health Background Preferred. Desirable

Age 30 to 45. Salary Commensurate
With Experience. Write Box W., Ten-

nessee Medical Association.

A Symbol
to Support . . •

American Medical

Association — Education

and Research Foundation

535 N. Dearborn St., Chicago 10, III.

Symposium on Physical Restoration

A symposium on Physical Restoration, spon-

sored by Operation Crossroads Rehabilitation

Center of Siskin Memorial Foundation and the

Chattanooga Area Chapter of the American
Academy of General Practice, will be held Oc-
tober 23-24 in the auditorium of Siskin Me-
morial Foundation, Chattanooga. Guest lec-

turers will be Dr. Charles O. Bechtol, Professor

of Surgery (Orthopedics), University of Cali-

fornia School of Medicine, Los Angeles, Califor-

nia; and Dr. Howard A. Rusk, Director, Institute

of Rehabilitation Medicine, New York University

Medical Center, New York.

Topics to be discussed are “Rehabilitation Med-
icine and Practice Today—Its Relationship to the

Physician and the Total Service to the Patient’’;

“Spinal Cord Injuries”; “Rehabilitation of Pa-
tients with Hemicorporectomies” (film and lec-

ture)
;
“Modern Concepts of Rehabilitation of

Upper and Lower Extremity Amputees”; “Modi-
fications of Surgical Technique to Accommodate
Immediate Postoperative Fitting”; and “Present

Prosthetic Practice in Upper and Lower Ex-
tremities.”

Physicians, residents, interns, physical thera-

pists, prosthetists, orthotists, nurses, student

nurses, rehabilitation counselors are invited.

The program is acceptable for eight (8) pre-

scribed credit hours by the American Academy
of General Practice. Inquiries may be directed

to: Warner N. Kass, Administrator, Operation

Crossroads Rehabilitation Center, 526 Oak Street,

Chattanooga 37403.

PSYCHIATRIC RESIDENCIES

FOR O.P.'s

NIMH residency training in approved
three year program. Stipend $12,000
plus fringe benefits. Applicants must
have completed four years or more of

practice in field of medicine other than

psychiatry after an approved intern-

ship. Applicants should not be over

45.

Address inquiries to:

Chairman
Department of Psychiatry

Medical College of Virginia

Richmond, Virginia 23219

Include curriculum vitae and recent

photograph.
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WHITE SURGICAL SUPPLY CO.

Service to

PHYSICIANS AND HOSPITALS

in East Tennessee since

”
1921

"

DISTRIBUTORS

of Quality Products to

PHYSICIANS AND HOSPITALS

White Surgical Supply Co.
127 Bearden Place

Knoxville, Tennessee

Phone 546-3701

Full speed ahead,
Fred. These solid

Cough Calmers
can control that

cough for 6 to

8 hours.

Gotta make a
pit stop to take
my cough syrup.

Each Cough Calmer^^ contains the same active ingredients

as a halt-teaspooniul of Robitussin-DM®: Glyceryl guaiaco-

late, 50 mg.; Dextromethorphan hydrobromide, 7.5 mg.
A. H Robins Company, Richmond, Virginia 23220

/l'H'[^OBINS

After the picnic

even Gramps
Was a victim of

intestinal cramps
Parepectolin for quick relief of acute diarrhea

. . . soothes colicky pain with paregoric*

. . . consolidates fluid stools with pectin

. . . adsorbs irritants with kaolin,

and protects intestinal mucosa

In elderly patients it is particularly important

to stop the diarrhea fast. Parepectolin helps you

control diarrhea promptly and gain the patient’s

confidence until etiology has been determined.

Contains opium (% grain) 15 mg. per fluid

ounce.

%varning : may he habit forming
Pectin (2V2 grains) 162 mg.
Kaolin (specially purifled) .... (85 grains) 5.5 Gm.
(alcohol 0.69%)

Usual Adult Dose: One or two tablespoonfuls three times

daily.

WILLIAM H. RORER, INC.

Fort Washington, Pa.
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Influence of Government

C. JOSEPH STETLER, Washington, D. C.

My title, “Influence of Government” al-

lo\vs me to discuss a number of matters

with which medicine and the pharmaceuti-

cal industry have had long and painful ex-

perience. Certainly, we in the pharmaceu-
tical industry are experts on “influence” by
government. We have had seven solid

years of it, and the end is not in sight.

With the possible exceptions of the securi-

ties business and the public utilities, I be-

lieve we are the most thoroughly “govern-

ment influenced” industry in the country

today.

We have just come through a bruising

year which marked a determined attempt

by some to apply new and far-reaching “in-

fluence” from Washington on our affairs.

Thanks to some effective combined resist-

ance and some responsible leadership in

Congress, I am happy to say the effort came
to naught, but as the British would say, “it

was a near thing” for a while. The passage

of certain proposed legislation would have

had a profound effect on the practice of

medicine, and the future strength and via-

bility of the drug industry. Among other

things, it could well have dampened the in-

dustry’s future participation in medical

conventions simply by eliminating any

practical advantage to be gained from pro-

viding brand-name-oriented drug informa-

tion to the profession.

Proposals for Generic Prescribing and

A National Formulary

As you know. Senator Russell Long, of

Louisiana, chairman of the Senate Finance

Committee, and several other senators in-

troduced a bill (S. 2299) in the last session

Mr. Stetler, president of the Pharmaceutical

Manufacturers Association, made these remarks
as a part of his contribution to a panel discussion

at a conference conducted by the American As-

sociation of Medical Society Executives, in New
Orleans on January 4, 1968. An attorney, Mr.

Stetler served for several years as head of the

AMA Law Department.

of Congress to establish a National Drug
Formulary from which physicians would
have been required to prescribe—and phar-

macists to dispense—to enable beneflciaries

of health programs under various titles of

the Social Security Act to be reimbursed

for drugs. The measure would have limited

the range of medicines available to those

drugs which a formulary committee deemed
to be needed and likely to be prescribed.

With a few exceptions, the drugs were to

have been listed by generic name. A sup-

pliers’ price list would have been issued by
the Department of Health, Education and

Welfare, and federal reimbursement would
have been based on a “reasonable cost

range” of prices for generic drugs, plus

fixed dispensing fees for pharmacists.

The effect of this totally unprecedented

arrangement would have been to exclude

from drugs available at government ex-

pense many products which have been used

by practicing physicians for years. It

would have wrongly assumed that drug

products with the same generic name are

therapeutically equivalent regardless of

their sources. And it would have imposed

federal price controls on drugs for patients

under federally financed programs, favoring

the generally less expensive generic prod-

ucts and relegating quality to secondary

consideration.

The bill was carefully considered by the

Senate Finance Committee and rejected.

Instead, the Committee (and later the Con-

gress) adopted an amendment offered by
Senator Vance Hartke, of Indiana, provid-

ing for a complete study of the bill by the

Department of HEW. The Department is

requested to report to Congress no later

than January 1, 1969.

However, the legislative process was not

quite that simple. When the Social Secur-

ity legislation reached the floor of the Sen-

ate, Senator Long offered his bill again, as

an amendment. By then it had a new num-
ber and had been changed in some minor
respects, but it was still the same old for-

mulary-generic prescribing package.

/\0
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Notwithstanding the refusal of the Senate

Finance Committee to approve substan-

tially the same legislation, the full Senate

adopted it after virtually no study and very

limited discussion. The chamber also re-

tained the Hartke Amendment, with the re-

sult that the “greatest deliberative body in

the world” was in the anomalous position of

ordering a study of proposed legislation and
enacting it at the very same time. Aside

from its novelty, this confused situation was
significant in that it reflected the unseemly
haste with which certain forces are striving

to secure action on drug legislation—any

drug legislation, so long as controls over

prescribing and prices could be saddled on

the medical profession and the drug indus-

try.

Fortunately, the Conference Committee
between the House and Senate deleted the

Long Amendment and retained the Hartke

Study Amendment, an action immediately

approved by the House and the Senate.

The Nelson Hearings

Supplementing this legislative assault on

brand names, quality drugs and the prerog-

atives of physicians and pharmacists, has

been a set of hearings conducted by Senator

Gaylord Nelson, of Wisconsin, chairman of

the Monopoly Subcommittee of the Senate

Small Business Committee. Since their in-

ception on May 15, 1967, those hearings

have been designed to embarrass physicians

and the drug industry, and to facilitate the

passage of legislation such as S.2299, of

which Senator Nelson is a co-sponsor.

The basic theme of the hearings to date

has been that all drugs with the same ge-

neric name, which meet USP standards, are

chemically and therapeutically equivalent,

regardless of their sources. Based on this

false premise, it is Senator Nelson’s conten-

tion that drugs should be prescribed and

dispensed generically, with primary empha-
sis being given to price.

During the 1968 session of Congress, Sen-

ator Long will be back with his bill and

Senator Nelson with his hearings, both

seeking the destruction of brand names,

manufacturers’ identifications and the

search for excellence which has made the

U. S. drug industry the most effective and

successful in the world.

I should like to note the oovious—that if

the sponsors of such legislative actions are

successful in grinding all drug manufactur-
ing firms down to the lowest common de-

nominator, there will be little point in man-
ufacturers’ continuing to strive for accept-

ance of their proudly identified products in

the market place. With little to gain from
recognition under such circumstances, why
should manufacturers make the effort?

Unreasonable Rules for Drug Ads
And Exhibits

Now let me turn to another governmental
influence in the field we are considering

—

one which may be even more immediate
and more real than the Long bill and Sena-

tor Nelson’s show. I imagine all of you are

aware that new and far-reaching controls

over drug-industry advertising have been
proposed by the Food and Drug Administra-

tion. Allowed to stand, they will have a

profound impact on the delivery of all prod-

uct information to physicians. The form and
content of ads will be radically altered, ad-

versely affecting their readability and thus

reducing their value to physicians and the

industry.

Although the proposed regulations are di-

rected primarily at journal advertising,

they are also aimed at exhibits which, as

you know, are regarded by the Food and
Drug Administration as a type of labeling,

and therefore subject to “full disclosure” re-

quirements.

If creativity in communicating with phys-

icians is to be hobbled or smothered by gov-

ernment decree, if information for the med-
ical profession is to be rendered verbose or

hopelessly complicated, then neither the ex-

hibit nor the advertisement can achieve its

purpose, and other means will be sought for

providing doctors with necessary and mean-
ingful information about available products.

Up until now, government requirements

relative to “full disclosure,” as they have
pertained to exhibits—i.e., adverse informa-

tion, side effects, contraindications, warn-
ings, etc., as well as information on effec-

tiveness—have been met by having copies

of the package insert or official brochure

available at the booth for distribution.

Now comes the FDA with a draft of regula-

tions which would require a “brief sum-
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mary” of side effects, contraindications and
other adverse information on at least one

panel of the exhibit. And any other panels

would have to bear prominent references to

the location, on the exhibit, of the summary
of side effects. Further, the manufacturer

would still be required to have copies of the

package insert available at the booth for

distribution.

No great knowledge of commercial art is

a prerequisite to one’s concluding that over-

burdening an exhibit with a vast amount of

technical detail—detail which could easily

be provided by other means—would make it

virtually impossible to design a display

which would be at one and the same time

attractive, informative and capable of stir-

ring the interest and curiosity of physicians.

Drastic changes would have to be made in

the form of exhibits, and there could not

fail to be serious questions about their con-

tinuing effectiveness as communications ve-

hicles.

The problem is magnified tremendously

when one takes into account what the FDA
means by the term “brief summary.” For

example, information relating to the effec-

tiveness of a drug, in many circumstances,

must be qualified immediately thereafter by
information relative to limitations on its ef-

fectiveness. In addition, “brief summaries”

must contain not only adverse information

pertinent to the uses suggested by the ex-

hibit, but also adverse information related

to all other uses for which the displayed

dosage form is commonly prescribed, and

for all other uses recommended in any la-

beling or advertising.

I can sum up the regulatory requirements

proposed for exhibits by stating that the

FDA’s overall requirement for each display

is that it must present what is euphemisti-

cally termed a “fair balance” between

claims for safety and effectiveness, and in-

formation relating to limitations on safety

and effectiveness. This is an open-ended

proviso infinite in the problems it would im-

pose on exhibit sponsors and designers

alike. It seems to assume that an ad or an

exhibit regarding a prescription drug is the

single—or at least a principal—source of

knowledge about the drug that is available

to the medical practitioner.

Traditionally, and in practice for a great

many years, the primary purpose of an ad

or an exhibit has been to awaken the doc-

tor’s interest in the product being promoted,

to encourage his further inquiries about it,

and to suggest that he prescribe it after he

has satisfied himself through the many
other avenues of inquiry open to him that it

would be useful to him and his patient

under specified conditions.

If these regulations are adopted, I believe

there can be little question that manufac-

turers will be far less likely than at present

to undertake the expense and the trouble of

trying to devise exhibits that will serve

their intended purposes and at the same

time satisfy the FDA. Thus, another source

of knowledge and information on new de-

velopments for physicians could dry up.

It is our view that exhibits should not be

required to contain all the adverse informa-

tion on the drug being promoted, as long as

the package insert or other material con-

taining full disclosure labeling is available

at the exhibit, and if the exhibit or one of

its panels also contains a prominent state-

ment that such literature is available.

Certainly any physician whose interest is

stirred by an exhibit will pick up a package

insert and read it before prescribing the

drug.

Recognizing the crucial nature of this

problem as it applies both to advertising

and to labeling, the Pharmaceutical Manu-
facturers Association has filed extensive

comments opposing the new FDA proposals.

In addition, strong opposition has been ex-

pressed to the regulations by at least 18

PMA-member firms and by various adver-

tising agencies and organizations, including

the American Association of Advertising

Agencies.

But we should be under no illusions. We
face a long round of time-consuming, pa-

tience-testing negotiations before this con-

troversy is resolved, and perhaps in the end

another recourse to the courts if the FDA
insists on retaining most of the basic con-

cepts in its proposed regulations. The ques-

tion here is vital to the industry and to the

medical profession.
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The "Unrelated Income" Issue

Closely paralleling this situation is the

one created by the recently published regu-

lations of the Internal Revenue Service

which provide for the taxing of certain rev-

enues of non-profit, tax-exempt organiza-

tions, including the American Medical Asso-

ciation and other medical societies. The
action is based on an administrative deci-

sion of the IRS that so-called “unrelated in-

come”—i.e., income from activities or enter-

prises unrelated to the organization’s tax-

exempt purpose, are subject to federal tax

under a law which has been kept on the

books for 17 years, but which has never be-

fore been interpreted in this fashion.

The main point that concerns us here is

whether the ruling will be interpreted to

mean that income from exhibits at profes-

sional meetings will also be taxable. The
answer to this is locked up somewhere in

the IRS bureaucracy at the moment, since

to date it has not been made clear. But
there can be no doubt that the regulations

threaten severe consequences for a large

number of medical associations, particularly

the smaller ones, that depend on income

they derive from exhibits at their meetings

and from advertising in their publications

to finance the services they render to their

members, and indirectly to the public.

On June 1, 1967, Mr. Walter G. Arnold,

Jr., exempt-organization coordinator in the

Boston District Office of the IRS, addressed

the National Association of Exposition Man-
agers on the subject “Trade Shows and Ex-

positions.” In his prepared remarks Mr.

Arnold said that “hospital-equipment shows

and the like which are themselves proper

business-league activities” would not be

taxable. But in the discussion following his

talk he was asked whether an association of

language teachers which conducts meetings

where book publishers exhibit would be

similarly treated. He is said to have re-

sponded that such exhibits as well as the

exhibits of drug firms at medical conven-

tions would be considered “unrelated” and

therefore taxable.

Mr. Arnold notwithstanding, the fact re-

mains that the regulations are silent on the

question of their application to income from

medical conventions. Until this is spelled

out, no sponsor can know where he stands

as regards income from exhibits. Hence a

major source of his financing remains in

doubt.*

The Question Is How, Not Whether, Drug
Makers Should Continue Supporting

Postgraduate Medical Education

In my remarks I have tried to sketch

some significant recent history by way of

demonstrating that there are indeed numer-
ous government influences, bearing with in-

creasing weight, on pharmaceutical manu-
facturers and the medical profession. In ad-

dition, I believe there are certain other

problems of drug companies and medical so-

cieties relating to conventions and exhibits

which deserve a brief comment. They boil

down basically to the question of whether
the traditional means of exchanging infor-

mation between the doctor and the pharma-
ceutical industry at conventions are geared

to present-day needs.

There are thoughtful people in our indus-

try who feel that the familiar pattern of ex-

hibits at medical conventions may be ap-

proaching its last days. They say that state

and county meetings are not well attended,

so that the exhibits are not visited. For

that matter, even exhibits at large meetings

are not uniformly regarded as effective.

Certainly increasing government pressure

on these forms of communication may well

signal the arrival of the time for us to take

a fresh look at our practices and to consider

what changes may be necessary to make

sure the vital informational job gets done in

*It now seems likely that Congress will forbid

the IRS to tax “unrelated income” of tax-exempt

organizations, and thus that medical societies’

revenue from journal advertising and convention

booth rentals is no longer seriously threatened.

The Senate added an amendment to that effect,

which had been introduced by Senator Murphy,

of California, to a bill that initially had been in-

tended to extend the excise taxes on telephone

bills and automobile purchases. Because some
others of the Senate’s amendments to the mea-
sure would have the effect of increasing taxes

—

something that the House of Representatives re-

gards as its sole prerogative—the legislation is

certain to be altered considerably in conference

committee. It is thought probable, however, that

the Murphy amendment will survive and will be

enacted into law.—Editors
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an effective, economical and mutually sat-

isfactory manner.

Are conventions, in their traditional for-

mat, realizing their full potential in serving

present-day communication needs? Are ex-

hibits in their familiar pattern still effective

as a means of conveying industry informa-
tion to members of the health team? Are
there better ways—new departures

—

through which manufacturers and profes-

sional societies can achieve their objectives

and at the same time make medical conven-
tions more productive and more successful?

In the past year I have received a number
of letters and telephone calls from industry

representatives and medical society person-

nel asking these and other questions.

There are a number who feel the programs
at conventions are so full that they defeat

the purpose of the exhibits. Physicians

have no time—or practically none—in

which to visit the exhibits. The mounting
costs of space, construction and manning
exhibits are further discouraging factors.

All too frequently, of late, we hear about

the practice of paying an amount to a medi-

cal society in lieu of renting an exhibit

booth, the feeling being, obviously, that the

exhibit is not worth the expense.

Lest there be any misunderstanding, I

want to state categorically that the willing-

ness of pharmaceutical houses to support

medical publications and meetings has not

been brought under question. Far from it.

So long as these media have the kind of

value to firms and physicians that they have

had over the years, drug-company support

of them is an obligation and a privilege the

firms willingly shoulder. What is being

questioned is the usefulness and appro-

priateness of the form which the industry’s

support is now taking, given the framework

of current needs and limitations.

We are genuinely interested in working

with the medical profession and with medi-

cal society executives in an effort to find an-

swers to the questions which I have posed,

and to go on from there, serving the profes-

sion and, indirectly the public in the most

productive ways we can devise. (From J.

Iowa Med. Soc. 58: 465, 1968.)

* * *
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Medical Ethics And Discipline*

CHARLES C. SMELTZER, M.D.j Knoxville, Tenn.

I find it very difficult to speak, on an occa-

sion like this and to a group like this, on the

subject of medical ethics and discipline.

First of all, you are educated, intelligent,

experienced and ethical, I do not want to

carry coals to Newcastle. Second, any dis-

cussion of a subject of this magnitude de-

mands that we be on the same wave-length.

Participating, as I am, in a Communications
Institute, I know you are tuned in. It is up
to me to send out a recognizable signal.

Being on the Judicial Council and having

access to the files of the Council, I can re-

view the correspondence from patients who
complain about physician misconduct.

Being a practicing physician in a thriving,

medium-sized community, and being active

in medical and civic affairs, I see what ac-

tually goes on in everyday life,—everyday

life as experienced in all walks of life.

When I read letters or when I read pub-

lished articles in the periodicals or the press

regarding alleged ethical deficiencies in the

practice of medicine, I can find it very easy

to say “if this is all people can complain

about, they really are in pretty good shape.”

I do not malign or belittle those who com-
plain. I make the point that if all they can

find wrong is as trivial as letters, speeches,

and the like indicate, then medicine can feel

proud that it has major ethical problems

well under control. Minor ethical problems

exist because of a breakdown in communi-
cation. For example, some physicians con-

tinue to use prescription blanks furnished

by a drugstore and having the name and ad-

dress of the store embossed on it. The an-

swer is simple and logical. We physicians

believe a patient should have free choice in

choosing his physician. Should he not have

*Presented at the AMA Communications Insti-

tute, Chicago, Illinois, August 20, 1968.

fMember of the Judicial Council of the AMA.

free choice, without duress, in choosing his

pharmacist?

In my experience, I find that there are

some, who are not physicians, who are ex-

perts on ethics simply by self-appointment.

These individuals would like to impose

their concept of what is right and wrong on

the physician. By fiat, these pseudo-ethi-

cians decide what the physician should or

should not do. They seem to think it is eth-

ically wrong for a physician to own a good

car, to have a nice home, to take a long va-

cation. They criticize the physician for

anything that comes to mind. I’m not exag-

gerating. One man complained that a phy-

sician was “unethical” because he was not

wearing a starched white jacket during the

examination of the man’s wife.

One businessman, for example, read an

article in the New York Times about a phy-

sician who was arrested for homicide and

demanded to know why “m'^dicine” had not

revoked the physician’s license. A father of

a married daughter complained about the

“morality” of a physician’s advice to the

daughter and demanded that the AMA re-

buke the physician for his immorality. The
daughter, however, made no complaint.

A United States senator, for the past sev-

eral years, has questioned the ethical pro-

priety of physicians owning pharmacies or

optical shops or dispensing medicines or

glasses to patients. In these hearings the

measurement of right or wrong seemed to

depend on the senator’s own concepts. The
quality of care extended to the patient ap-

peared to be a side issue.

These pseudo-experts try to tell us that

the medical profession is sick by pointing to

the occasional rotten apple in the barrel of

healthy fruit. The medical profession is not

sick, not any more than society is sick.

Physicians as human beings err just as any

other human beings. Physicians as physi-
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cians, however, err far less than those in

any other profession, business or occupa-

tion.

A remarkable fact is overlooked when we
talk about medical ethics and discipline.

That remarkable fact is that in the practice

of medicine there is a highly refined system

of ethics. This system of ethics is observed

In the 'practice of medicine the physician as

a physician is head and shoulders above his

fellowman in his adherence to a standard of

conduct which has as its goal “good” for the

physician’s fellowman.

Much is expected of the physician. As he

gives, much more is demanded of him. We
would not have it any other way. The
practice of medicine could not have reached

its present high state had our ideals been

any less than they are.

It seems to me that when we discuss med-
ical ethics and discipline we become defen-

sive about human error and neglect to em-
phasize our successes in the area of profes-

sional ethics. It seems to me that, while we
must apologize for the misconduct of the er-

ring few, we have an affirmative duty to tell

the public what our professional ethics have

done for the public. The public needs more
reassurance and less apology. The medical

profession deserves more commendation and

less condemnation. We—each one of us in

this room—have an obligation, in my opin-

ion, to understand the Principles of Medical

Ethics of the American Medical Association

for what they are. They are guides to con-

duct as the physician strives to accomplish

his prime purpose of serving the common
good and improving the health of mankind.

They protect the patient, and insure that

the patient will be treated as a human being

who is entitled to the best that medicine

can offer. They are the ideas by which
medicine seeks to serve the public unself-

ishly for the public good.

The Principles do not inure to the per-

sonal or selfish interest of the physician.

They neither insulate nor isolate the physi-

cian from responsibility to his patient.

Even casual analysis of the Principles of

Medical Ethics shows that they are com-

pletely patient oriented. Each section is a

guide to better patient care.

Chauncey Leake, America’s most articu-

late authority on medical ethics, wrote forty

years ago,

“Medical ethics should be concerned with the ul-

timate consequences of the conduct of physicians

toward their individual patients and toward so-

ciety as a whole, and it should include a consid-

eration of the will and motive behind this con-
duct.”

He differentiated between ethics and eti-

quette, pointing out that one is idealistic

and the other is hedonistic. He said,

“The ethical basis for the professed attitude of

medicine toward the sick and toward the public

is idealistic, since it presumes that every profes-

sional act of the physician is motivated by ra-

tional and sincere concern for the ultimate wel-
fare of society.”

I urge a rereading of the Principles of

Medical Ethics, especially with the thought

in mind that the Principles represent medi-

cine’s promise of idealistic conduct by phy-

sicians toward patients who place their

trust in physicians.

In medicine, demanding as it is, the num-
ber of temptations facing the physician are

many; but the number who succumb to

temptation is truly small. The opportuni-

ties for error or defection are much greater

in medicine than in any other walk of life

(except possibly for the clergy) because of

its code. The marvel is that physicians,

who are, after all, human beings, succumb
to temptation as infrequently as they do.

The restraints imposed on the physician be-

cause he subscribes to and is bound by such

an idealistic code are severe.

From the moment one enters the profes-

sion of medicine, he becomes imbued with a

sense of responsibility toward his patient.

Primum non nocere—first, do no harm—is

drilled into the medical student. The inter-

est, the welfare, the health of the patient

comes before all else. As the student pro-

gresses through his studies and as he pur-

sues his career, everything he learns accents

and reinforces this mandate.

By the very nature of medical practice,

physicians are the most disciplined of all

human beings. Their practice demands that

they follow, as the Oath of Hippocrates re-

quires, a “method of treatment which, ac-

cording to my ability and judgment, I

consider for the benefit of my patients and
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abstain from whatever is deleterious and
mischievous.”

When physicians transgress, they are cor-

rected by themselves or their colleagues.

The honorable physician is honorable, or

ethical, because he continually corrects

himself. He improves his techniques, he
sharpens his talents, he “lives today as if he

would die tomorrow and learns today as if

he would live forever.”

The physician who transgresses because

of incompetence or ignorance is corrected

by his colleagues. The county medical soci-

ety ethics committee or the appropriate

committee of the hospital’s medical staff, by
the exercise of peer judgment, corrects the

erring physician. This is done not to pun-

ish the physician but truly to correct him so

that no harm will come to patients and so

the physician continually is trained to give

the care his colleagues demand that he give.

Nowhere is discipline more highly refined

or more purposefully imposed than in medi-

cine. To punish, to make one pay for his

error, though necessary in general society,

is almost barbarian. Intellect suggests that

the first end of discipline or punishment is

to correct wrongful conduct and to improve

the individual so he can assume his rightful

role and duties in relation with his fellow-

man.

To punish a physician without correcting

him would be the height of stupidity.

When an ethics committee censures a physi-

cian for overcharging a patient for a medi-

cal service, it is calling to his attention the

error he has committed. More importantly,

the action of the ethics committee warns

both the errant physician and his colleagues

that certain practices are wrong and will

not be tolerated. The same is true of action

by the medical records committee of the

hospital, or its tissue or surgical audit com-

mittee. The message is implicit: Take cor-

rective action for the good of your patients.

In medicine, disciplinary action and punish-

ment do not mean the same thing.

Disciplinary action means action taken to

correct a deficiency in the character or con-

duct of a human being.

What does medicine do? Let me give a

few examples. If a physician performs a

cesarean section for selfish reasons in the

hope of expediting delivery for his own con-

venience, he does not perform in accord

with the ideals of the profession. He jeop-

ardizes his patient’s welfare. Although the

statistical odds may be good, although his

patient may not suffer either immediate or

irreparable damage, the conduct is medi-

cally inexcusable.

It may well be that a patient suffered no
harm, or suffered but minimal harm, which
is accepted by the patient as a natural inci-

dent to the medical care received, and in

short, if the misconduct can be or is con-

cealed, people believe medicine is perform-

ing its services properly. But the fact that

neither the patient nor the public knows
that improper conduct occurred does not

excuse or justify the physician’s action.

The misconduct is judged on its own by the

physician’s peers and is not permitted to

recur.

Does the patient know that his course of

illness might have been shortened had his

attending physician sought consultation?

Probably not. Yet the physician’s peers

recognize this failure to call for consulta-

tion as being harmful to the patient. Peers

demand that this harmful practice cease.

Does the patient know, or has he really

any way to learn that the operation, with

its ever attendant risks, was not necessary?

Probably not. The surgeon’s peers, how-
ever, know that lack of judgment was exer-

cised in deciding upon the procedure.

Corrective action is taken by the profession.

The physician fails to keep his records

current. His patient doesn’t know this. In

some cases, undoubtedly, if the patient did

learn of it, he would be totally uncon-

cerned. The physician’s colleagues, how-
ever, know of this bad practice and are

rightly concerned. They take corrective ac-

tion for the good of the public.

There are situations where a physician

succumbs to the temptation to use drugs to

relieve fatigue or exhaustion. The chances

of the patient knowing about this addiction

and its dangers may be remote. Co-

workers in the hospital soon learn of this

evil and worry on the patient’s behalf.

Corrective action in the public’s behalf is

taken quietly, without fanfare.

Medicine’s Oath of Hippocrates antedates
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any like outline of ethical conduct for any
business or professional group. The code of

Thomas Percival of 1803, the Principles of

Medical Ethics of the American Medical As-

sociation continue this tradition.

The creation of medical societies with

committees to review and evaluate profes-

sional conduct in the light of self-imposed

standards designed for patients’ benefit is in

keeping with the idealistic concept on

which medicine’s ethics are written.

The establishment of credential, records,

review and audit committees within hospi-

tals and the definition of their responsibili-

ties resulted from the action of physicians

cognizant of their ethical obligations.

The establishment of credential, records,

review and audit committees within hospi-

The Joint Commission on Accreditation of

Hospitals and the Educational Council to

Examine Foreign Medical Graduates are

the results of medical leadership. The As-

sociation of American Medical Colleges and

our great medical schools are physician di-

rected, controlled and inspired. Our splen-

did medical journals with their wide, use-

ful, and current selection of medical, ethical

and socio-economic articles are under the

watchful guidance of editors for whose
judgment and acumen we should be eter-

nally thankful. Our system of medical edu-

cation, physician inspired and directed, de-

velopes and nurtures ethical concepts and
the idealism of medicine.

These and many other forces are all part

of the science of medical ethics. Just as a

carburetor or a camshaft, a hose or a tire,

an engine or a body is not an automobile, a

medical school, a medical office, a hospital

appointment, code, guidelines or principles

is not the ethical conscience of a physician.

An automobile is many parts. The physi-

cian’s ethics are the sum total of the experi-

ences he has had. In associations with fel-

low students and the faculty, in associations

with colleagues and patients, a climate has

been created over the centuries in which
the physician develops a conscience which
immediately rejects conduct which is not

for the patient’s good.

If some people have erroneous ideas about

medical ethics, if some people believe medi-

cal ethics are not observed or enforced, we
have failed in our efforts to communicate.

Our job is to teach our critics what medical

ethics are.

Let us stop being defensive. Let us point

with pride to the systems medicine has to

insure adherence to ethical principles. Let

us show our patients and friends, at every

opportunity, that “every professional act of

the physician is motivated by rational and

sincere concern for the ultimate welfare of

society.”
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In recent years American medical literature is reporting increasingly upon the morbidity, and even
fatality, which may follow the bite of this innocuous appearing spider. The characteristic lesion is

necrosis of the skin and subcutaneous tissue which results from the injection of the spider’s venom.

Variation in Severity of Loxoscelism*
H. B. REED, Jr., Ph.D., ROBERT H. HACKMAN, M.D
and FRANCIS M. FESMIRE

The authors briefly describe the habits of

the brown recluse spider {Loxosceles reclu-

sa) and point out its commonness in Ten-

nessee. Three contrasting proven cases of

bite by the spider in Tennessee are de-

scribed. There are indications that the dis-

ease (loxoscelism) is a growing public

health problem in this state and elsewhere.

Following the publication in 1958 of proof

by Atkins and associates^ that the bite of

the brown recluse spider, Loxosceles re-

clusa (Fig. 1), causes severe cutaneous ne-

crosis in man, practicing physicians in the

Fig. 1. Adult male brown recluse spider. The
violin-shaped pattern on the cephalothorax and
the presence of 6 eyes in 3 pairs aid in identifica-

tion. Body length of adults is about 0.9 cm.

(Photograph courtesy of Cook’s Pest Control,

Inc.)

United States have with increasing fre-

quency observed and diagnosed the bite.

Some authors have referred to the condition

*From the Biology Department (Dr. Reed)

and Infirmary (Dr. Hackman), Middle Tennessee

State University, and the Pathology Department,

Rutherford Hospital (Dr. Fesmire), Murfrees-

boro, Tenn. 37130.

,

M.D., Murfreesboro, Tenn.

resulting from the bite as loxoscelism;--^

others have used the more general term
necrotic arachnidism.^’® Although L. re-

clusa is the most important cause of arach-

nid-induced cutaneous necrosis in the

United States, there are also in this coun-

try a number of non-loxosceline spiders and

at least one species of tick which are capa-

ble of causing similar, but generally less

severe, cutaneous damage.®

The name “brown recluse” is applied be-

cause the spider is secretive in habit, com-
monly hiding in or near clothing, furniture,

boxes, etc., kept in dry undisturbed places,

as in attics, closets, and outbuildings. It is

nocturnal, and when seen its innocuous ap-

pearance often fails to arouse more than

passing attention. Fortunately the spider

bites only in self-defense, as when trapped

in clothing being donned. The range of the

species centers in Arkansas and extends

into Oklahoma, Kansas, Missouri, Illinois,

Indiana, Kentucky, Tennessee, Georgia, Al-

abama, Mississippi, Louisiana and Texas."

The three other species of Loxosceles which
are native to the United States are western

in distribution and may be responsible for a

minor number of cases of loxoscelism.

A non-native species, L. rufescens, closely

resembling reclusa in appearance and

known to be venomous, has been found spo-

radically in the East and South, but has not

been reported in Tennessee.®

L. reclusa has been collected as early as

1939 in West Tennessee, 1954 in Middle Ten-

nessee, and about 1963 in East Tennessee.*

One of us (H.B.R.)
,
in communicating with

several authorities, has secured validated

reports of the spider in 30 of the 95 counties

of the state. Only 3 of these counties (Mor-

gan, Knox, Blount) were in East Tennessee

where, at the eastern limit of its known

*B. C. Moulder, Ph.D., and W. J. Gertsch,

Ph.D., written communications, October and De-
cember, 1967.
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range, the species is less abundant.® There

are isolated confirmed cases of uninten-

tional transport of the spider beyond its

known range.

^

In Rutherford County of Middle Tennes-

see, where one of us (H.B.R.) has studied

the spider for about a year, it seems proba-

ble that a high percentage of the human
habitations and outbuildings harbor popula-

tions of this insect. There is no reason to

believe that in this respect this county dif-

fers significantly from other counties of the

western and middle portions of the state.

Examples of collection sites in the county

are as follows: attic, wardrobe, bathroom,

bedroom, living room, basement, garage,

greenhouse, medical office building, church

office, several buildings on the Middle Ten-

nessee State University campus, and be-

tween walls of old houses.

Six deaths from apparent loxoscelism

have been reported in the United States.

However, there is wide variation in severity

of the disease, and probably some of the

bites by the spider are so mild that the vic-

tim does not seek medical attention. Even
though many clinical cases presumably have

occurred in Tennessee, only 3 are described

in the available published literature, name-
ly two probable cases treated at Vanderbilt

Hospital in 1958^ and one proven case oc-

curring in Rutherford County that same
year.®

Whereas in most instances the principal

symptoms are cutaneous, in others hemolysis

is an important complicating factor.

In addition to hemolysis, significant abnor-

mal laboratory findings in the previously

published cases have included elevated se-

rum bilirubin, anemia, hemoglobinuria, pro-

teinuria and leukocytosis.®’^’^“’^®

In this country steroids have been the

most commonly chosen drugs for treating

the disease. Dillaha and associates^® report

that they have observed favorable response

with intramuscular injections of methyl-

prednisolone, 80 mg. each, on alternate days

for about three or four doses, followed by
progressively decreasing doses. Lessenden^®

indicates that steroids given in sufficient

dosage before the end of the second day

will prevent tissue death and minimize sys-

temic reactions. Fardon and associates,^'*

however, report that there is little confirm-

atory evidence that steroids prevent the cu-

taneous manifestations of the disease.

The following is a report of 3 contrasting

nonfatal cases occurring in Rutherford

County and treated by one of us (R.H.H.).

Each patient, before being bitten, had been

a relatively healthy person without periph-

eral vascular disease or known allergy.

Each patient stated that a stinging sensa-

tion, less severe than a wasp sting, was felt

when the bite was inflicted. In each in-

stance the patient killed the offending spi-

der and presented it to the physician at the

initial office visit. Using the diagnostic gen-

ital characteristics described by Gertsch,^®

the specimens were confirmed by one of us

(H.B.R.) as being Loxosceles reclusa. The
offending spiders in Cases 1 and 3 were fe-

males; that in Case 2 was a male.

(According to Morgan^® the female produces

about twice as much venom as the male.)

Case 1. The patient, a 26 year old white

woman, was bitten by a brown recluse which

was in her slacks as she donned them on the

morning of March 12, 1968. The bite was about

11 cm. below the groin on the anteromedial side

of the right thigh.

Drug Therapy. The patient promptly pro-

ceeded to the physician’s office and treatment

was begun about IV2 hours after the bite.

Initially, the steroid betamethasone (Celestone)

was injected as follows: (1) 7.5 mg. intramuscu-

larly, and (2) 4.5 mg. intradermally in a circle of

separate injections one inch beyond the periph-

ery of the erythematous area which was then

present. Betamethasone tablets were prescribed,

initially 4.8 mg. daily, but gradually reduced

over a period of 25 days. Proteolytic enzymes

(Papase) were prescribed, 2 tablets 4 times

daily, beginning on the 6th day and continuing

for several days.

Cutaneous Effects. The patient related that

promptly after the bite a small red spot appeared

at its site, surrounded by a pale slightly elevated

wheal which within 5 minutes attained a diame-

ter of about 3 cm. When she reached the physi-

cian’s office about an hour later a 6 by 8 cm. area

of erythema surrounded the bite. She felt a

slight burning sensation in the area. By the first

day following the bite a 4 by 5 cm. area of ec-

chymosis and pronounced swelling had devel-

oped. Surrounding this area was a 7 by 8.5 cm.

region of induration which was bounded by a 0.3

cm. wide violaceous border. The lesion never

extended beyond this defined border which, by

the day of surgical removal on the 30th day, had

become narrower and red in color. There was

severe pain and pronounced swelling of the
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thigh; these two symptoms lasted about 10 days,
during which the patient suffered insomnia.
By the 7th day the ecchymosis had spread al-

most to the defined violaceous border. On the
11th day a 1.5 by 2 cm. vesicle developed cen-
trally and was accidentally broken 2 days later.

By the 13th day most of the skin of the lesion

had turned a dark violet-brown color and was
undergoing necrosis (Fig. 2). By the 23rd day

Fig. 2. (Case 1.) Lesion on medial side of right

thigh on 13th day after bite by brown recluse

spider. Site of bite is at tip of arrow. Toward
the right is direction of patient’s groin.

Measuring tape is in inches.

the lesion had developed a fetid odor, apparently

due to superimposed bacterial infection, and the

area again became painful. In reference to its

position on the patient, the site of the bite had
remained clearly visible as a small black area at

the superior anterior portion of the lesion, within
the diseased area and 0.5 cm. from its margin.

Systemic Effect. The patient remained afeb-

rile, and other than for the presence of pain in

the thigh, insomnia, and slight malaise, there

were no systemic signs or symptoms which could

be attributed to the bite.

Surgical Therapy. It being apparent that

healing would not occur with conservative mea-
sures, the lesion was removed surgically on the

30th day. Seven days later split thickness skin

grafting was performed, with no subsequent

complications. Figure 3 shows the appearance of

the area 7 weeks after grafting.

Histopathology. The specimen removed at the

time of operation consisted of an oval-shaped

segment of skin and subcutaneous tissue that

measured 7.5 by 9.5 cm. with a depth ranging

from approximately 1.5 to 2.5 cm. (Fig. 4). At
the position of the bite there was a small black

indurated and umbilicated area measuring ap-

proximately 1.3 cm. in greatest dimension.

Centrally there was an irregular and poorly cir-

cumscribed black area of discoloration measur-
ing about 4 by 5 cm. with the surface being ex-

Fig. 3. (Case 1.) Appearance of injured area 7

weeks after skin grafting. Measuring tape is in

inches.

tremely firm and having the appearance of an
eschar.

A gross section through the point of the bite

revealed a darkened area of induration beneath

Fig. 4. (Case 1.) Tissue excised on 30th day
after bite. Orientation corresponds to that of the

lesion in Fig. 2. Site of bite is small black area

at tip of arrow. Measuring tape is in inches.

the bite (Fig. 5, a, arrow). Sections successively

farther distal to the bite showed large areas of

subcutaneous discoloration (Fig. 5, b, c, d).

Both arterial and venous thromboses were visi-

ble (e.g., as in Figure 5, b, arrow).

Serial sections studied microscopically showed
nonspecific acute and chronic inflammation at the

site of the bite and also at the larger area of cen-
tral discoloration. Both of these areas revealed

irregular ulceration of the covering squamous
epithelium and a superimposed infection by bac-

teria, which were present in small scattered

clumps. The large areas of subcutaneous discol-

oration seen in the gross sections were shown to



Fig. 5. (Case 1.) Sections through excised tissue shown in figure 4. Rule is in centimeters. For

explanation see text.
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be regions of ischemic fat necrosis. There were
multiple vascular channels within the dermis
and subcutaneous fat showing thrombotic occlu-

sion with well-organized blood clots. Scattered
infiltrates of eosinophils were present (consistent

with an allergic reaction) and there was evi-

dence of arteritis and phlebitis.

Comment. The spread of the lesion in a

direction distal to the site of the bite in this

case might be interpreted as resulting from
a gravitational effect. Dillaha and associ-

ates,^ based on observations of other cases,

state that, “The gravitational spread of the

necrosis suggests that a spreading factor

may be a component of the venom.” As a

possible mechanism involved in the spread

of the lesion the early formation of vascular

thromboses at the site of the bite might be

considered. Such thromboses in a body ap-

pendage would tend to block the venous re-

turn distally and increase the probability of

necrosis distal to the bite, thus coinciding

with the pattern of damage seen in this

patient.

Case 2. The patient, a 39 year old woman, was
bitten in her bathroom as she stepped on the spi-

der at about 9:30 p.m. on May 24, 1968. The po-

sition of the bite was on the plantar surface of

the left foot.

Drug Therapy. The patient first consulted a

physician on the second day following the bite.

' Because of fever and severe malaise she was
hospitalized promptly, and steroid and other

drug therapy was begun late that afternoon.

Eighty milligrams of the steroid prednisolone

were given orally daily for 6 days, followed by
progressively decreasing doses over a period of 5

days. Plant protease concentrate (Ananase) was
prescribed, 2 tablets 4 times daily, beginning on
the 2nd day and continuing for several days.

Cutaneous Ejjects. The patient related that

during the first night she scratched and broke a

clear vesicle at the site of the bite. The area re-

mained pruritic for several days. By the after-

noon of the 1st day following the bite a slight

papular rash had formed on both feet and ankles.

That evening the general area surrounding the

bite became blanched. On the 2nd day a black

area 0.05 cm. in diameter marked the site of the

bite; surrounding this was a 4 by 7 cm. region of

intense ecchymosis (Fig. 6). Most of the medial

and dorsal sides of the foot were ecchymotic to a

lesser degree, and the foot and ankle were mod-
erately swollen. This appearance persisted

without much change until the 10th day. There
was no sloughing and by the 18th day the skin

had regained its normal appearance. There was
a subcutaneous zone of induration about 2 cm. in-

diameter beneath the site of the bite; this indur-

ation persisted for about 10 days. The patient

developed loss of tactile sensation in the ecchy-

Fig. 6. (Case 2.) Severe ecchymosis and mod-
erate swelling of foot about 43 hours after bite

on plantar surface by brown recluse spider. Site

of bite is black spot at tip of arrow. Measuring
tape is in inches.

motic areas on the 4th day and this condition

persisted for longer than a month.
Systemic Effects. Beginning the first night

and lasting more than a week, the patient had
insomnia and severe malaise, and considerable

pain in the foot and back of the affected leg.

There was some nausea and vomiting. At the

patient’s first office visit she had an oral temper-
ature of 102 F. (38.9 C.) and a pulse rate of 92.

Routine blood studies and urinalysis revealed no
abnormalities during the period of hospitaliza-

tion.

Case 3. This 61 year old white man was bitten

on the left flank as he rolled over in bed about
11:00 p.m., June 10, 1968. He was examined by
the physician about 12 hours after the bite and
given 6 mg. of betamethasone intramuscularly.

No further treatment was given.

The patient related that shortly after the bite a

small red papule appeared at the site, which be-
came pruritic. By the first day following the

bite there was a 1.3 by 2.5 cm. area of induration

and erythema which persisted for several days
with little change. No sloughing occurred and
by the 12th day only slight induration and ery-

thema remained. Urinalysis about 12 hours after

the bite revealed no abnormalities. The patient

remained afebrile, and there were no systemic

signs or symptoms which could be attributed to

the bite.

Discussion

These 3 case reports illustrate some of the

variation in severity and manifestations of

loxoscelism, and are of particular value in

that the offending arthropod was captured

and the etiology thus proven. In most of

the previously published cases the spider

was not seen, or if seen, was not captured

for positive identification. In some pre-
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sumed cases the patient had not been aware
of having received a bite of any kind.^

In previous years in the United States

curricula incorporating instruction concern-

ing venomous arthropods have devoted lit-

tle or no attention to spiders of the genus

Loxosceles. Of the widely-used textbooks

in the field only the more recently-pub-

lished ones include discussions of any spe-

cies of the genus.

The occurrence within a period of 12

weeks of 3 proven cases of loxoscelism

treated by one physician, as in the reports

in this paper, is uncommon. Nonetheless,

there are indications that the disease is a

growing public health problem in Tennes-

see and elsewhere. Intensified study of the

spider, the toxic effects of its venom, and

treatment of the disease is warranted.

Summary

The brown recluse spider, Loxcsceles re-

clusa, has been collected in Tennessee as

early as 1939 and is a common indoor

dweller in the western and central portions

of the state, but is reported less frequently

in the eastern part. Even though many
clinical cases of brown recluse spider bite

(loxoscelism) presumably have occurred in

the state, only 3 have been described in the

published literature. Three new contrast-

ing cases occurring in Rutherford County of

Middle Tennessee are described. In the

most serious one, a 7 by 8.5 cm. necrotic le-

sion developed and was removed surgically,

followed by grafting. The patient in each

case captured the offending spider, thus

permitting confirmation of the etiology.
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The life history of melanomas as a group may be extremely variable. However, the malignant ones

are accompanied by a high mortality which, however, can be greatly modified by proper and ade-

quate treatment. Only histologic diagnosis and evidence of complete removal can give the treating

surgeon peace of mind.

Mismanagement of Malignant Melanomas*
BARTON McSWAIN, M.D., Nashville, Tenn.

Two hundred and three patients with ma-
lignant melanoma were reported from this

institution in 1964.^ Among 140 of these

seen in the period from 1948 through 1958,

were 16 patients (11.4%) about whom it

was stated, “the deplorable finding is that

treatment had been carried out without mi-

croscopic examination of tissue and in 12 of

these 16 patients the lesion had been either

removed or destroyed by the cautery. The
next manifestations in these patients were
recurrences or metastases.” I shall illus-

trate the deplorability of such practice by
reporting 5 patients seen within the past 5

years, in all of whom there was mismanage-
ment.

Case Reports Fig. 1

Case 1. (V.U.H. No. 375413.) The patient was
a white man, 41 years of age. He was admitted

to the Vanderbilt University Hospital on July 23,

1964. In January of that year a black area on
the left side of the back had been “burned off,”

no microscopic sections having been made. The
lesion recurred in March, and was again “burned
off” without microscopic sections being made.
Another recurrence appeared, and on July 6, it

was excised and showed malignant melanoma.
At the time of admission a 10 cm. transverse

scar was present in the left subscapular area.

Above the scar was a 3 by 2 cm. size slightly

movable mass. Lateral and inferior to the scar

there was an 8 mm. black, elevated lesion. A
hard 12 mm. sized node was present in the left

axilla. On July 25, an excision of the old scar

and malignant melanoma, with axillary dissec-

tion and skin graft, were done. Sections showed
metastases to at least 10 axillary nodes and to

the subcutaneous tissue of the back. He was dis-

charged on August 21, to be re-admitted on Sep-
tember 30, with numerous local recurrences in

and medial to the graft. (Fig. 1.) On October 7,

a catheter was placed into the subclavian artery

and melphalan (Alkeran) was administered for

5 days. There was no diminution in the size of

the recurrences. He was discharged on October

15, and re-admitted on October 24, 1964 with

further growth of the tumor in the scar and ax-

*From the Departments of Surgery and Pathol-

ogy, Vanderbilt University School of Medicine,

Nashville, Tenn.

ilia. The liver was palpable 7 cm. below the

costal margin.

He was in a terminal state from malignant
melanoma and died on the day of admission.

Comment. The delay in treatment from
January, 1964 until July, 1964 was probably

the difference between life and death for

this man. If the lesion had been examined
under the microscope in January and prop-

er therapy carried out, this patient would
have had about 50% chance of survival (see

under “Final Comment”)

.

Case 2. (V.U.H. No. 392853.) The patient was
a white woman, aged 24, who was admitted on
June 20, 1965. She had had a mole on the pos-

terolateral aspect of the thigh for 6 years.

Because it had increased in size, she had showed
the lesion to her family doctor 8 months before

admission and during a pregnancy which ended
in December, 1964. He did not advise treatment

at that time. The lesion continued to increase in

size and 2 months before admission it became ul-

cerated and bled.

Three days before admission she was seen by
the surgeon who operated upon her in this insti-

tution. A punch biopsy revealed malignant mel-
anoma. Examination showed a 7 by 4 cm. blue,

elevated lesion with a 4 by 3 cm. area of ulcera-

tion on the posterolateral aspect of the distal

one-third of the thigh. (Fig. 2.) A 3 by 2 by 1

cm., hard, left inguinal lymph node was present.
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Fig. 2

On June 24, 1964 a wide excision of the tumor
was done with an in-continuity inguino-femo-
ro-hypogastric node dissection, and perfusion

with phenylalamine mustard.

The microscopic sections showed malignant
melanoma with metastases to the superficial and
deep femoral nodes. She was alive and well on
July 7, 1967.

Comment. Biopsy or excision of the le-

sion should have been done when the pa-

tient was first seen by the doctor 8 months
before admission. Since she had clinical

and microscopic evidence of malignant mel-

anoma in the inguinal nodes, the chances

are about 6 to 1 that she will die of the

tumor. (See under “Final Comment.”)
Case 3. (V.U.H. No. 183184.) This patient

was a white man, 60 years old, admitted on Jan-
uary 19, 1966. He had had the nail of the left

great toe removed in April, 1962. In Novem-
ber, 1963, a pigmented lesion on the lateral as-

pect of that toe was known to be present. On
December 6, a pigmented area was removed with
the electric knife (Pathology No. S-63-2398).

The section showed malignant melanoma. In

June, 1964 a pigmented area in the scar was re-

moved with the electric knife but no sections

were made. In September, of that year, a nodule
1 cm. distant from the original lesion was re-

moved but no microscopic sections were made.
In January, 1965, a nodule was found on the me-

dial aspect of the left leg just above the malle-
olus. On February 11, this lesion was excised
with placement of a graft. Sections showed ma-
lignant melanoma. In July, a 3 mm. lesion on
the toe was removed with the electric knife; no
microscopic sections were made. In September,
1985, a left inguinal node was removed. Sections

showed malignant melanoma.
No further treatment was carried out until

after admission here. On January 21, 1966 a left

inguinal node dissection followed by perfusion

with phenylalamine mustard was carried out.

Malignant melanoma was present microscopi-

cally in at least 4 lymph nodes. On March 30,

1968 this patient was still alive but had 2 large

firm lymph nodes in the right inguinal region.

Comment. There may have been unrec-

ognized subungual malignant melanoma
when the toe nail was removed almost 4

years before admission. There was micros-

copically proved malignant melanoma in

December, 1963, more than 2 years before

admission. At this time, certainly, the toe

and part of the metatarsal bone should have

been removed. In 1965 an inguinal node

was removed and showed malignant mela-

noma. Node dissection was not done until 4

months later. Dissection of the inguinal

nodes should have been done at the same

time as, or soon after the removal of the

single node, excising the area of biopsy.

This man will probably die of malignant

melanoma.
Case 4. (V.U.H. No. 410540.) This patient

was a white man of 44, who stated that he had

had a mole on the lateral aspect of the right

elbow all his life. Two and one-half years be-

fore admission it became enlarged and inflamed.

It was “burned off.” No sections were made. A
recurrent nodule was excised on April 7, 1966.

Sections at (Madison Hospital, No. 0-66-668)

showed malignant melanoma. It was again-ex-

cised and a skin graft done on April 18 (Madison

Hospital section No. 0-66-709). Sections showed
no residual tumor. Examination showed a 3 by 7

cm. hypertrophic scar on the lateral aspect of the

left elbow with ulceration on its medial aspect.

There were no palpable axillary lymph nodes.

On June 1, an axillary node dissection was done

followed by perfusion with phenylalamine mus-
tard. No malignant melanoma was found in the

axillary lymph nodes. On December 21, 1966, a 4

mm. lesion on the forehead was removed. This

showed metastatic malignant melanoma (section

No. M-66-1333). At that time there was evi-

dence of metastasis to the upper midportion of

the left lung. Treatment with 5-flourouracil was

started on January 3, 1967. On March 13, a pig-

mented lesion was noticed on the face, one on the

scalp, and one on the neck. Therapy was

started with cytosine arabinoside. On April 19,
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treatment was begun with melphalan. On July

5, 1967 he was started on vinblastine sulfate

(Velban). On July 13, a metastasis to the penis

was found. On August 15, a metastasis to the

second right metacarpal bone was shown and ir-

radiation was given. On September 19, 1967, he
was given imidazole carboxamide. On March 11,

1968 the scalp lesion measured 17 by 11 mm. and
the one on the chin 14 by 10 mm. On June 25,

he was given melphalan. On July 22, 1968, the

scalp lesion measured 29 by 24 cm., the chin le-

sion 11 by 8 mm., and the penile lesion 18 by 18

cm. (Fig. 3 and 4.)

Fig. 4

Comment. Two and one-half years be-

fore admission a lesion was “burned off”

without microscopic sections. If proper

diagnostic and therapeutic procedures had

been done then, he would have had an even

chance for survival. Now he has cutaneous

and pulmonary metastases and will soon be

dead.

Case 5. (V.U.H. No. 436414.) The patient, a

white man, aged 53, was admitted on July 22,

1968. On December 12, 1966 a physician found 3

lesions on his scalp, 2 of which were ulcerated.

A biopsy from the left lateral one (No. S-66-

2259) showed basal cell carcinoma with tumor
extending to the limits of the section. No biopsy

was done on the other two. All three were ex-

cised, coagulated, and curetted. On April 15,

1967 the physician noticed what he thought were
a 5 mm. basal cell carcinoma on the left temple,

and keratoses on the right posterior region of the

scalp, left chest, and left eyebrow. Without
biopsy, all 4 were excised, coagulated, and curet-

ted. Thus, only one of 7 treated lesions had been
subjected to microscopic section. In September,
a nodule appeared on the abdominal wall. Two
weeks later 2 lesions appeared on the chest.

Since then tumors have been seen on the chest,

arm, head, and inguinal region. During the 4

weeks before admission, the patient had noticed

loss of visual acuity, incoherent speech, loss of

memory, headache, vomiting, and an unsteady
gait.

Examination showed pigmented lesions on the

head, shoulders, chest, and back. The one on the

abdominal wall measured 6 by 8 cm. On July

25, 1968 a large intracranial metastasis was re-

moved.

Comment. Nineteen or 15 months before

admission one of the 7 lesions must have

been a malignant melanoma, and which was
coagulated without microscopic section.

Again, if proper diagnostic and therapeutic

procedures had been done, he would have

had a good chance of survival. Now he has

intracranial and cutaneous metastases.

Final Comnnent

In a paper from this institution published

in 1954 it was stated: “There are two possi-

ble dangers of excision. One danger is that

of inadequate excision, or cutting through

mole cells which might conceivably cause a

benign lesion to become malignant.

Another danger is that, in excision under

local anesthesia, the needle may carry mole

cells outside of the limits of the excision.

However, even if simple excision were as

dangerous as fulguration, after the former

procedure tissue is available for study to de-

termine whether or not the lesion was ade-

quately excised and whether or not malig-

nant cells were present.”- In the article

published in 1964^ it was stated: “The

practice of cauterization or fulguration of
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warts is a common one. It is likely that the

lesion was thought to be verruca vulgaris in

the 9 patients in whom this procedure was
done without microscopic examination of

tissue. Because the diagnosis of verruca

vulgaris may be erroneous and the lesion

may be malignant, it should not be de-

stroyed without microscopic examination.

It is very easy to obtain a punch biopsy and

withhold treatment until the tissue is seen

under the microscope. The practice of ex-

cising a skin lesion and discarding it with-

out microscopic examination, as was done

in 3 of our patients, is inexcusable. In a

skin lesion which clinically appears to be a

basal cell carcinoma, one may be tempted to

treat it with x-ray therapy and without

biopsy. This diagnosis was probably made
in our 3 patients treated with radiation

without biopsy. We reiterate the fact that

a punch biopsy would have enabled the

practitioner to avoid this grave error,” In

the 1964, report concerning the recent 140

patients, 41 (47%) of the 87 patients with

localized disease but only 5 (17%) of the 28

patients with regional (without distant)

metastases lived 5 or more years and were
alive at the time of the report.

I wish to emphasize the importance of the

statements quoted above. If practitioners

of medicine and surgery will heed this ad-

vice, they can increase the percentage of

survivors of patients with malignant mela-

noma in this state.

Summary

1. Five cases of mismanaged malignant

melanoma have been presented.

2. The proper diagnostic procedures in

patients who may possibly have malignant

melanoma have been described.
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Acceptance of a permanent intestinal stoma varies greatly as between patients, in large measure de-
termined by the patient’s personality. However, a common complaint, namely inadequate preop-
erative discussion of living with a stoma, is probably well taken. The authors point out that most
patients have depended upon nonprofessional support and instruction. Attending surgeons feel inse-

cure all too often in this realm which explains their inadequate understanding of what is entailed in

living with such a stoma and naturally their limited ability to instruct the patient.

Construction and Care of Ileostomy Stomas*
R. J. VERMILLION, M.D., Franklin, Ky., CARROLL SASSER, M.D.,

J. L. FARRINGER, JR., M.D., and DAVID R. PICKENS, JR., M.D., Nashville, Tenn.

Ileostomy has progressed in the past fifty

years from a rarely performed, extremely

debilitating procedure to a commonly per-

formed operation that can lead to the resto-

ration of a patient to good health and a use-

ful and happy life. This desired result can

only be attained if the surgeon concentrates

his skills on meticulous care, and detailed

education and psychologic support of the

patient. This review and report was under-

taken to bring together, in readily available

form, information gathered from a review

of the experience of several surgeons as

well as a survey of the literature.

The earliest report we have found of il-

eostomy was by Brown^ who used an end

type ileostomy with closure of the distal cut

end of the ileum. He performed this opera-

tion ten times and recommended it for ul-

cerative and obstructive lesions of the

colon. His report, published in 1913, stated

the ileal contents did not irritate the skin.

In 1935, McKittrick and Miller,- in an ar-

ticle concerning the surgical treatment of

ulcerative colitis, emphasized the impor-

tance of an aperature two fingers-breadth in

diameter with excision of skin and fascia.

“If it is larger, hernia results. If it is

smaller, obstruction.”

Dragsted, Dock and Kirsner"^ in 1941, re-

ported the successful application of a split

thickness skin graft to the serosal surface of

the exteriorized ileum to prevent serositis.

The term “dysfunction” was applied to an

already familiar syndrome by Warren and

McKittrick in 1951.^ They analyzed stomal

function in 240 cases and described the syn-

drome of increased thin ileal discharge,

cramping, vomiting and hypovolemia. This

they correctly attributed to partial intes-

*From the Surgical Service of Baptist Hospi-

tal, Nashville, Tennessee. Reprint requests to

Dr. Farringer.

tinal obstruction produced by the stoma and
the distal 12 to 24 inches of the ileum.

They considered the late dysfunction of the

stoma to be caused by constricting bands of

scar tissue that replaced by granulation tis-

sue on the serosa of the exposed ileum.

They relieved this late stricture with longi-

tudinal incisions through the scarred sero-

muscular layers of the exteriorized ileum.

In 1951, Lahey® advocated a separate lat-

eral incision through which the ileostomy

could be placed.

A significant contribution to the construc-

tion of ileostomy was made by Brooke® who
published a description of the technique of

eversion of the exteriorized ileum with su-

ture of the full thickness of the wall to the

ileum to the edges of a circular skin inci-

sion.

Crile and Turnbull,'* in 1954, advocated a

mucosal graft to the serosa of the exterior-

ized ileum.

Garlock and Kirschner® advocated a No-

ble plication of the distal 2 feet of the ileum

to prevent dysfunction.

Goligher® devised an extraperitoneal tun-

nel for the terminal 10 to 15 centimeters of

the intra-abdominal ileum. This he states

eliminates both the retraction and prolapse

of the stoma.

Clinical Material

A review of the records at Baptist Hospi-

tal in Nashville revealed only 15 patients

who had required end type ileostomy in the

past five years. Seven of these patients fell

within the personal experience of one or

more of the authors. There were 4 deaths

in this group, one from carcinoma and 3

from complications of the operation. All of

the latter 3 were patients having acute ul-

cerative colitis with toxic megacolon. The

11 patients who are living have well func-
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tioning stomas and leading reasonably nor-

mal lives. Careful follow-up of these pa-

tients and discussion with their surgeons

has led to certain information and conclu-

sions which we will present in the com-

ment.

Comment

Operative Technique.

The location of the stoma in the left

lower abdominal quadrant, midway be-

tween the umbilicus and the anterior supe-

rior spine of the ileum has long been advo-

cated. It appears that this may not be the

best location for patients who are debili-

tated at the time of operation. Subsequent

weight gain tends to move the stoma down-
ward and make the wearing of a belt type

of appliance difficult. The higher location

advised by Turnbull and Weakley’*^ ap-

pears to be more satisfactory. Excision of a

circular area of the fascia and skin reduces

the incidence of stricture of the ileum by
the abdominal wall. We found no instances

in this series in which the extraperitoneal

tunnel of Goligher was used, but one of us

(JLF) has used this technique in the crea-

tion of a colostomy. The technique was
simple and resulted in no delay in function

or any other difficulty. Experience with

prolapsed as well as retracted ileostomy sto-

mas leads us to believe that this technique

should be used more often.

Eversion of the stomas as described by
Brooke*’ is of the greatest value in preven-

tion of serositis. This technique can, how-
ever, lead to retraction of the stoma down
to the skin level. This is less likely to occur

if plicating sutures are placed in the sero-

muscular layer as the eversion is made.

An appliance of some type should be

placed over the ileostomy in the operating

room. A temporary, light weight disposa-

ble bag seems to be preferable until the

stoma begins to mature. (Fig. 1)

Postoperative Care and Appliances.

Bierman, Tocker, and Tocker^’^ made a

survey, by questionnaire, of 92 colostomates

and 107 ileostomates. They found that in

Fig. 1



November, 1968 CONSTRUCTION, CARE, ILEOSTOMY STOMAS—Vermillion, Sasser, Farringer, Pickens I 109

only 42% of the ileostomy patients was the

first permanent appliance fitted by the phy-

sician. Two-thirds of the patients believed

their physician had not informed them suf-

ficiently concerning the operation preopera-

tively. Most of the patients complained

that their ostomy care was relegated to hos-

pital personnel or personnel of a surgical

supply house. Fifty-three per cent ob-

tained their most valuable information from
other ileostomates and 35% obtained infor-

mation from books or pamphlets. We be-

lieve this indicates that too few physicians

and nurses are cognizant of the types of ap-

pliances available and the techniques and

devices that can be used to make life more
nearly normal for the ileostomate.

In an attempt to supply practical infor-

mation to the physician who performs an il-

eostomy only rarely, and this includes most

of us, we will name brand names in some
instances. This does not indicate these are

the only brands available or necessarily the

best available, but will serve as a basis from
which the suregon can start his search for

the best techniques and appliance for his

patient.

Since no appliance is perfect and since

the ever present shortage of nursing person-

nel often leads to skin irritation or ulcera-

tion in the early postoperative period, ka-

raya gum powder should be available. This

is now marketed in plastic squeeze bottles.

When applied to raw weeping skin it forms

a protective coating that can be built up in

layers and will receive an adhesive type ap-

pliance. In cases of extreme skin ulceration

the karaya powder can be formed into a

paste and a doughnut created. An appli-

ance can be pressed into this doughnut to

form a seal. Soft pliable washers of karaya

are available at most surgical supply

houses.

When the permanent appliance is se-

lected it is very important that the hole in

the face-plate of the appliance exactly fit

the base of the stoma. Skin irritation will

occur if the hole is too large and pressure

necrosis with fistula formation will result if

the opening in the face plate is too small.

Devices are available to accurately measure

the stoma. Appliances are available with

various sized stomas, but all ileostomy buds

are not round. Shaping of the opening in a

rubber face-plate can be made with scissors.

(Fig. 2)

I li

Fig. 2

{

i
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A two piece appliance seems to be prefer-

able because the face-plate is more easily

and accurately applied and the bag may be

of the disposable or semidisposable type.

The Universal Appliance sold by United

Surgical Supply Company of Largo, Flor-

ida, consists of a plastic face-plate and a

semi-disposable bag of rubber. The open-

ing in the face plate is cut by the manufac-

turer to measurement and shape. This ap-

pliance as well as those with a soft rubber

face-plate are most easily applied to the

skin with the use of a double faced adhesive

disc such as the Stomaseal manufactured by
the Minnesota Mining and Manufacturing

Company. Our patients prefer this to the

liquid adhesives since very little cleaning of

the skin or appliance is required.

The Lapides Device, although designed

for use with the urinary ileostomy or ileal

conduit, can be useful in certain ileostomy

patients, especially in pediatric patients.

(Fig. 3)

The Robinson appliance described by Ste-

venson and Volwiler^- and manufactured
by the Robinson Surgical Appliance Com-
pany of Auburn, Washington, appears to be

a very satisfactory and economical device

for those patients whose stoma protrudes

two or more centimeters above the skin.

(Fig. 4)

The introduction of a teaspoon of baking
soda into the ileostomy bag will reduce or

eliminate most odors. Two or more elastic

belts and two or more permanent or semi-

disposable bags are necessary for the main-

tenance of adequate cleanliness. After

washing, the spare parts can be stored in a

solution containing one-half of a teacup of

household bleach and a tablespoon of laun-

dry detergent to two quarts of water. This

produces thorough cleansing and deodoriz-

ing.

The elimination or reduction of raw fruits

and raw vegetables will reduce the amount
of excreta during the first 6 to 12 weeks

Fig. 3
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postoperative. Onions, beans, and foods of

the cabbage family produce a more odorous

discharge.

Patients should be encouraged to sub-

scribe to the magazine entitled Ostomy pub-

lished by United Ostomy Association, 1111

Wilshire Boulevard, Los Angeles, Califor-

nia, 90017. Many helpful suggestions and

much psychological support will be ob-

tained from this.

Summary

When a patient’s life has been saved by
the performance of a total colectomy, that

life can be made more pleasant by attention

to certain details by the operating surgeon.

Among these details are the following:

(1) Proper placement of the stoma on the

abdomomal wall, remembering that the pa-

tient will probably gain weight after opera-

tion,

(2) Use of the retroperitoneal tunnel to

prevent retraction or prolapse of the stoma,

(3) Eversion of the stoma to prevent se-

rositis.

(4) Prevention or treatment of skin irri-

tation or ulceration in the early postopera-

tive period with karaya gum powder.

(5) Fitting with a proper appliance by
the physician.

(6) Instruction in the use and care of the

appliance selected.

(7) Dietary instructions.
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REFER EYE PATIENTS
TO AN

EYE PHYSICIAN
By SO doing, you will be assured of a complete diagnosis of your

patients’ eyes.

Guild Opticians complete the cycle for Professional Service.

BE SAFE—BE SURE

SEE

YOUR GUILD OPTICIAN

FOR

THE BEST SERVICE

EYE PHYSICIANS: Please Note—

Your prescriptions lor glasses are "SAFE" when referred to a Guild Optician.

Bound by the code of Ethics to uphold the highest standards in optical service.
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INTERNAL REVENUE AMENDMENTS ... In the closing hours of the 90th
Congress, efforts were made by an amendment to H.R. 2767 to postpone for

one year the effective date of IRS regulations to tax, as unrelated in-

come, funds received from advertisements in periodicals of tax exempt

non-profit organizations (TMA Journal). The purpose of the postpone-

ment was to give Congress an opportunity to determine the appropriate-

ness of the IRS regulation . . . However, Senator Anderson (New Mexico)

was successful in presenting an amendment which would nullify the step

to postpone the effective tax date, thus making it mandatory for organ-

izations such as medical societies that publish journals containing ad-

vertising, to pay the tax ... On September 20, 1968, the Anderson
Amendment was brought before the Senate and passed by a 32-22 vote.

Therefore, medicine's efforts failed and advertising income in the TMA

and other such Journals is subject to tax for the past year. This leg-

islation will be particularly severe on State Medical Journals and the

Journal of the American Medical Association, and many others outside the

medical field. This is further action by edict by the IRS.

:jc 4: % 9fc

TMA COMMITTEES VERY ACTIVE . . . The Committee on Utilization Review

has acted upon the revision of the guidelines for physicians and the

fiscal intermediary for Medicare patients as they relate to Extended

Care Facilities, nursing homes and home visits . . . The temporary

guidelines approved by the House of Delegates last April have been ex-

amined and the Utilization Committee is recommending modifications in

the guidelines to the Board of Trustees . . . The Committee on Con-

tinuing Medical Education presented to the Board of Trustees,

a recommendation to formalize a program in Continuing Medical Educa-

tion at its meeting on October 20th . . . The Rural Health Committee

presented its annual Rural Health Congress in Cookeville on October 16th

. . . The Legislative Committee held an important meeting on October

13th to discuss the legislative program for the forthcoming Tennessee

General Assembly that will convene early in 1969.

He :|e

MEDICARE—A REFERENCE GUIDE FOR PHYSICIANS ... The Social Security Ad-

ministration has advised that they have separately addressed copies of

the new reference guide to each individual physician. The guide ex-

plains the benefits that Medicare patients are entitled to receive and

tells how the program works. The new guide includes the important

changes in hospital and medical protection made by the 1967 Amendments

to the Social Security Act. If additional copies are needed, contact

your nearest Social Security Office.



TO ALL PHYSICIANS IN TENNESSEE . . . This is to remind physicians that it

is illegal to sign a certificate for judicial hospitalization of a

mentally ill patient unless he has examined the patient within three
days of signing such a certificate • . . The physician may testify as a

witness at a court hearing for purposes of legal commitment only if he

has examined or attempted to examine the patient within 20 days prior to

the hearing ... It might be well for all physicians to obtain a copy
of the new law pertaining to the mentally ill, which was passed in 1965.

It can be obtained from the Tennessee Department of Mental Health, Cor-

dell Hull Building, Nashville, Tennessee.

9ic 9ie % 3|c

TMA IS REPRESENTED AT HEALTH CARE COST CONFERENCE . . . TMA President,
Dr. Edward T. Newell, a member of the Board of Trustees, Dr. William T.

Satterfield and a Past-President, Dr. G. Baker Hubbard, Jackson, repre-

sented the Tennessee Medical Association at the Southeast Regional Con-

ference on Health Care Cost conducted in Atlanta on October 3-4 . . .

The persons invited to the Conference included representatives of state

medical associations, hospital associations, the public, labor, consumer

groups, the health insurance industry, and government . . . Participa-
tion in the Conference was by invitation, but segments of both private

and public sectors were asked to participate. The Conference was spon-

sored by the Southeastern Regional Office of HEW and analyzed the medi-
cal care cost components, especially as related to sections I-A and I-B

of Medicare.
:|c :|; :|e :|c

OSTEOPATHIC MEMBERSHIP IN ORGANIZED MEDICINE BARRED ... The House of

Delegates of the American Osteopathic Association has acted to bar its

members from accepting membership in a county medical society, state

medical association or the American Medical Association. The action

taken stated that any osteopath taking such a step is acting contrary to

the best interest of the AOA and shall be subject to discipline up to

and including expulsion from AOA.

^ ^ 3^

JOINT STATEMENTS ON PATIENT CARE ... In the report of the Interprofes-

sional Liaison Committee, approved by the House of Delegates in April

1968, a recommendation called for approval of the decisions reached for

procedures on patient care for registered nurses, doctors of medicine

and health care administrators . . . Soon to be mailed to members of the

Tennessee Medical Association will be a brochure containing the joint

statements on patient care approved by the TMA, the Tennessee Nurses

Association and the Tennessee Hospital Association,

^ ^ :{c

CURRENT CURRENTS . . . Approximately 200 TMA physicians serve the Stand-

ing and Special Committees of the Association and of the Board of Trus-

tees for the 1968-69 year . . . Current AMA records show that there are

now 308,000 physicians in the United States. More than 274,000 of these

are engaged in patient care . . . HEW's Secretary, Wilbur Cohen, has ap-

pointed a 12 member panel to study the cost and financing mechanisms in-

volved in extending Medicare benefits to disabled persons under age 65.
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Hadley WJlIiams, Public Service Director

GOVERNOR SIGNS COMMUNITY HEALTH WEEK PROCLAMATION . . . Governor Bu-

ford Ellington proclaimed October 20-26 as Community Health Week - 1968

to kick off the sixth annual observance. Citing the health and well-be-
ing of Tennessee residents as one of the state’s most valuable re-

sources, Governor Ellington praised the high quality of health care

services and abundance of medical facilities enjoyed in Tennessee. The

high level of health and extensive health care services have been at-

tained through the efforts of the many members of the community health

team who are working together to protect and improve community health,

he stated. Attending the proclamation signing was Dr. Oscar M. McCal-

lum. Chairman of the TMA Board of Trustees as well as the Communications

and Public Service Committee; Mr. Joe Greathouse, past-President of the

Tennessee Hospital Association; Mr. E. Boyd Garrett, past-President of

the Tennessee Pharmaceutical Association; and Dr. R. H. Hutcheson, Com-

missioner of Public Health.
4c 4e ]|e :)c

MEDICAL STAFF CHIEFS. ADMINISTRATORS & TRUSTEES MEET . . . More than 75

physicians, hospital administrators and members of hospital boards of

trust met in Nashville October 11-12 to discuss mutual problems and in-

novations in medical practice and hospital care. The Conference,

jointly sponsored by TMA and the Tennessee Hospital Association, was an

effort to further develop lines of communications among those concerned

with health and hospital care so as to better meet increasing public de-

mands in the field of health care. Several outstanding authorities par-

ticipated during the day and a half meeting, including Drs. John M. Rum-

sey of San Diego, California, Alvin J. Ingram of Memphis, Pierre Salmon

of San Mateo, California and J. Cuthbert Owens of Denver, Colorado. The

conference was an outgrowth of the TMA-THA Joint Liaison Committee. Dr.

A. Roy Tyrer of Memphis is chairman of the TMA committee.

4c 4: ^

MEDICARE COST INCREASE ANNOUNCED . . . Medicare hospital benefits will

cost the elderly more beginning January 1, 1969, Wilbur J. Cohen, HEW

Secretary announced. In a speech given at the American Hospital Asso-

ciation's annual meeting, Cohen stated that the patient would pay the

first $44 (presently $40) of his hospital bill ; $11 per day, rather than

$10, for hospitalization beginning with the 61st day and continuing

through the 90th day; and $22 per day, rather than $20, for the next 60

days thereafter. The rate for care in a nursing home, beginning with

the 21st day, would be raised from $5 to $5.50. In explaining the in-

crease, Mr. Cohen pointed to the rise in hospital costs citing that the
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average hospital stay of a medicare beneficiary costs $600. Mr. Cohen
also concluded that he favored the extension of health insurance so that
by 1976, every American has coverage.

s|c sjc ^ ^

GUIDELINES FOR ORGAN TRANSPLANTS ESTABLISHED . . . Ethical guidelines
concerning organ transplants, submitted by the AMA's Judicial Council,

were approved by the House of Delegates at the 1968 Annual Convention in

San Francisco. According to the Judicial Council’s opinion, "A man in

the final analysis, must make a decision whether to permit or to per-
form a transplantation procedure. The decision must be a reasoned, in-

tellectual decision, not an emotional decision. As medical science ad-

vances, and as technological skill increases, the ethical questions in-

volved may become increasingly complex and difficult." The Council

offers the following statements for the guidance of physicians as they
seek to maintain the highest level of ethical conduct in their practice:

• Since the physician’s primary concern is the health of his patient,

care must be taken to protect the rights of both the donor and the

recipient, and no physician may assume the responsibility in organ

transplantation unless the rights of both donor and recipient are

equally protected.

• A prospective organ transplant offers no justification for relaxa-

tion of the usual standards of medical care. Hence, the physician

should provide a prospective organ donor with the same care usually

given others being treated for similar injury or disease.

• When a vital, single organ is to be transplanted, the death of the

donor shall have been determined by at least one physician other than

the recipient's physician. Death shall be determined by the clinical

judgment of the physician, using all available, currently accepted

scientific tests.

• There should be full discussion of the proposed procedure with the

donor and the recipient or their responsible relatives or representa-

tives. The physician’s interest in advancing scientific knowledge

must always be secondary to his primary concern for the patient.

• Transplantations should be undertaken only by physicians who

possess special medical knowledge and technical competence and in

medical institutions with facilities adequate to protect the health

and well-being of the parties to the procedure.

• Transplants should be undertaken only after careful evaluation of

the availability and effectiveness of other possible therapy.

• Discreet public reports to the communications media may be made by

a properly authorized physician but should be followed as soon as

possible by full scientific reports to the profession.

The Judicial Council adds that reporting of medical surgical procedures

should always be objective and factual. In turn, such reporting will

enhance the stature of the medical profession and its service to man-

kind. Dr. Charles C. Smeltzer of Knoxville is a member of the council.
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Emergency Health Care

Although many of our urban hospital emergency systems can go
into action with wonderful synchronization of hospital personnel
and equipment, this is not characteristic of the majority of hospital
emergency rooms in our state. The same may be said in regard to

the first-aid care and transportation of the acute medical emergency
or injured by ambulance personnel. There still exists weaknesses
in our disaster planning systems of individual hospitals, because of

the lack of coordination of all hospitals with the city government,
particularly the fire and police departments, communication, and
transportation facilities. Better liaison is also necessary with our
state highway patrol and highway safety departments.

Why the increased emphasis on emergency medical services?

The obvious answer is the increasing need, not only in industry, or in the mobility of the

American public, but the ever present dangers of serious civil disturbances. The medical

profession, local and state, cannot assume all of these responsibilities but it can develop a

true concern and interest. It can develop leadership and interest in the community to the

extent that better emergency care is available. It is true that often a doctor, w^ho is not

interested and trained in trauma, will answer questionaires that he is too busy with his pri-

vate medical patients. That such responsibility is good and desirable cannot be argued,

but in our modern changing times, every M.D. also has obligations to his profession and

community, over and above his private patient responsibilities. It is very doubtful that

many physicians in Newark or Detroit carried on business as usual last year during the

major civil disturbances in their cities.

Pre-planning is the most important single factor in improving emergency health care

whether it involves one or hundreds of victims. Each community, large or small, should

have contingency plans which could be immediately activated if disaster strikes. Space

will not permit details of such a plan. I am glad to report that Chattanooga has such a

plan which has been developed over recent years by our Medical Society in conjunction

with our community hospitals, our fire and police departments, our private volunteer or-

ganizations and our metropolitan Safety Council. It is most interesting to report that our

Rescue Service, a non-profit corporation, has more than 200 active volunteers in all tech-

nical specialties These volunteers put in more than 20,000 man hours last year. These

men are also specialists in water safety and work in conjunction with the Coast Guard in

lake accidents. They are “spelunkers” who have saved many lives in cave and mountain

climbing accidents; they are telephone and electric wire experts who have resuscitated

many electrical shock victims; they work side by side with the fire department in large

fires, resuscitatinig smoke victims. Naturally, a first-aid trailer is present at these emer-

gencies and are manned by at least one or two doctors and nurses. Remember this is all

on a volunteer basis without the aid of any tax funds. Our medical leadership in this field

has been the result of our local medical society president. Dr. Harry A. Stone, the Chair-

man of our TMA Emergency Care Committee, Dr. C. Robert Clark, and the Chief of the

Surgical Services at Baroness Erlanger Hospital, Dr. Thomas L. Buttram. An outstand-

ing civic leader in this field for many years has been Mr. David W. Evans Jr. of the Provi-

dent Life and Accident Insurance Company.

At present the TMA is working with the Governor and the State Highway Department

on a survey of Emergency Health Care. Perhaps other communities will see the need of

updating their Emergency Care facilities.

Sincerely,

President
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EDITORIAL

EDUCATION IN THE USE OF DRUGS
The AMA News recently reported that

the HEW task force to study the provision

of drugs under Medicare sidestepped this

assignment and considered instead the

whole subject of the writing and filling of

prescriptions. The News quoted a state-

ment from this governmental study group

that the “ability of an individual physician

to make sound (prescribing) judgments un-

der these confusing conditions is now a mat-

ter of serious concern.”

Apparently twenty recommendations

were made, which included support to med-
ical schools for curricular changes which

would assist physicians “in rational pre-

scribing.” Further quotations point out that

the average physician “must choose from a

very large number of competitive and often

duplicative products” and questioned

whether he is able to weigh the claims and

available evidence, and thus to make the

proper selection.

As is usual and unfortunate, when the

federal government is searching for a loop-

hole to penetrate into the practice of medi-
cine, it can usually find a basis in halftruths

which can be documented. Many of us

have had the experience of, upon innumer-
able occasions, asking a medical student, in-

tern, or resident to identify the drug, which
may have been mentioned by him, in terms

of pharmacologic effect and to recite unto-

ward side-effects, and find he is quite igno-

rant of these several points. I have reason

to believe this may not be uncommon even

among practicing physicians. It has been

said, possibly with some truth, that the de-

tail man from a drug house plays a large

role in the continuing education of the prac-

titioner, and that a doctor absorbs into his

therapeutic armamentarium what has been
recommended for a “trial” by this visitor to

the office.

This points up one of the advantages of

the generic name which may relate a drug

to others of the same class or category and

thus aid in identifying its pharmacologic ac-

tion or side effect. Reference here is

merely to a generic, at times identifying,

name without implying that a preparation

sold under a generic label is identical with

one sold under a trade name. This is one of

the reasons for including both names in sci-

entific and clinical periodicals.

On the other hand, the answer that the

doctors’ difficulties can be met by teaching

the undergraduate medical student properly

is too simple and pat. The practitioner has

available for prescribing thousands of prep-

arations, obviously with most of them du-

plicates of other preparations on the mar-

ket, since there can not be such a number of

individual drugs capable of pharmacologic

activity. These appear on the market at

such a rate and variety that an introduction

to them in a student’s undergraduate days

would be unrealistic when measured in the

alternatives and new drugs available some

five to seven years later when he opens his

office.

However, if the task force has in mind ed-

ucation of the undergraduate in basic phar-

macology and statistical methods, one can-

not quarrel with it. One might hope that

background might be given to last at least a

half-dozen years. If the indoctrination in

of
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clinical pharmacology could be so effective

as to make a doctor pause, as a new prepa-

ration is laid on his desk, and ask himself

(not the detail man) what is the composi-

tion of the drug, where in the human body
does it have an effect and how, and what
side effects attend the use of other drugs of

this class, it would be a remarkable success.

This latter is so important, for who has not

heard, “Doctor, no untoward effects have
been reported,—it is safer than ‘such-and-

such’!” One would hope too that basic edu-

cation in statistics would be of such an order

as to force a careful “look” at the results of

the published clinical trials. (Every editor

is sensitized to this topic.)

It has been implied that if the basic edu-

cation in clinical pharmacology and statis-

tics has been proper, the physician’s pre-

scribing should be rational. But it has been

implied also that the rate of change is such

that an overhauling of this knowledge
might be necessary in another five years.

How this is to be done is the question, and I

have no answer. The pharmaceutical in-

dustry could have a large role in this, but it

would be most limited. It would be unreal-

istic to expect a detail man to offer a new
product and say, “It is quite like ‘so-and-so’

and has a like effect.”

The only answer I find is frequent refer-

ence to the AMA’s New Drugs published

annually by the Council on Drugs. Liter-

ally, it takes only a minute, I find, to orient

myself to the category of drugs to which the

new one belongs. I quickly find something

on pharmacologic action and side effects and

decide upon whether to use it or not. In

the use of drugs especially, one is not a re-

actionary if one follows Pope’s dictum

—

“Be not the first by whom the new are tried,

nor yet the last to lay the old aside.” Ex-

perience with the use of a drug is not pur-

chased in a night.

R.H.K.

ERRATUM— Treatment of Hodg-

kin’s Disease, page 921 (Sept. 1968),

should read “Treatment is to doses

of 4,000 rads . .
.”
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IN MEMORIAM

Ranck, Edward Buford, Atlanta, Georgia, for-

merly of Athens, Tennessee. Died September 10,

1968, Age 62. Graduate Northwestern University

Medical School, Chicago, 1940. Member of

McMinn County Medical Society.

Beyer, Martin R., Dresden. Died September 27,

1968, Age 72. Graduate University of Kansas
School of Medicine, Lawrence-Kansas City, 1922.

Member of Weakley County Medical Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

The Journal takes the opportunity to welcome
these new Tennessee Medical Association mem-
bers.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
William Knowles Dwyer, M.D., Chattanooga

Deloris Eleanor Rissling, M.D., Chattanooga

Myron J. Szczukowski, M.D., Chattanooga

KNOX COUNTY MEDICAL SOCIETY
Joseph W. Harb, M.D., Knoxville

Davis H. Sexton, M.D., Knoxville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Jack G. Richmond, M.D., Memphis
Joseph Perry Rowland, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
William J. Cheatham, M.D., Nashville

Jerrie Cherry, M.D., Nashville

William M. Cocke, M.D., Nashville

John E. Connolly, M.D., Nashville

Angus M. G. Crook, M.D., Nashville

Charles W. Emerson, M.D., Nashville

Thomas F. Frist, Jr., M.D., Nashville

Warren T. Hill, M.D., Nashville

Robert G. Horn, M.D., Nashville

Elwin C. Lanz, M.D., Nashville

Virgil S. LeQuire, M.D., Nashville

Harold L. Moses, M.D., Nashville

Louise G. Patikas, M.D., Nashville
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and treatment of streptococcal infections
;
treatment of pneumococcal,
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rine, aminophylline, pressor amines) and supportive (antihista-
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readily available. Other rare hypersensitivity reactions include

nephropathy, hemolytic anemia, leucopenia and thrombocytopenia.

In suspected hypersensitivity, evaluation of renal and hematopoietic
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Precautions: In suspected staphylococcal infections, perform proper

laboratory studies including sensitivity tests. If overgrowth of
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discontinue penicillin and take appropriate measures. Whenever
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treated is considered life threatening and amenable only to penicillin.
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be tested serologically for at least 3 months. When lesions of primary
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therapeutic dosage for at least 10 days to prevent rheumatic fever

or glomerulonephritis. In staphylococcal infections, perform surgery

as indicated.
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anaphylaxis has been reported (see “Warnings").
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Henry A. Wilkinson, M.D., Nashville
Andrew L. Williams, M.D., Nashville

ROANE-ANDERSON COUNTY
MEDICAL SOCIETY
Robert C. Brown, M.D., Oak Ridge

WEST TENNESSEE CONSOLIDATED
MEDICAL ASSEMBLY
Harvey Anderson, M.D., Jackson

Blount County Medical Society

The Blount County Medical Society met
on September 19 at the Blount County Me-
morial Hospital, Maryville. The physicians

heard Mr. Don Wagley, Regional Manager
for Shareholders Management Corporation,

who spoke on the values of mutual funds

stockholding. Representatives from Wil-

liam P. Ditmore & Company of Knoxville

were also present.

Memphis-Shelby County
Medical Society

The Society met in regular session in the

auditorium of the Institute of Pathology,

University of Tennessee, on October 1st.

The program entitled “Candidates for Polit-

ical Office” was moderated by Dr. B. G.

Mitchell, President of the Society. Partici-

pants in the discussion were Representative

Ray Blanton and Republican Candidate

John Williams in the Seventh District; Rep-

resentative Dan Kuykendall and Democratic

Candidate Jim Irwin in the Ninth District.

Each of the candidates were given an op-

portunity to express their views.

Dr. Edward T. Newell, Jr., Chattanooga,

President of the Tennessee Medical Asso-

ciation, also addressed the Society outlining

the activities of TMA and the necessity of

expanded programs and increased needs of

the organization in the future.

Consolidated Medical Assembly

of West Tennessee

The Assembly met on September 3rd at

the Jackson Golf and Country Club. The

program, held in conjunction with the Med-

ical Auxiliary, was presented by Mr. and

Mrs. W. H. Morris, Jr., recent delegates to

the Republican National Convention. A
session of the Society’s House of Delegates

preceded the meeting at 6:30 P.M.

Roane-Anderson County
Medical Society

Dr. Henry T. Ricketts, professor of medi-

cine, University of Chicago, presented the

annual Dwight Clark Memorial Lecture at

the meeting of the Roane-Anderson County
Medical Society on October 29th. His sub-

ject was “Diabetes 1968.”

The Dinner meeting for members, wives

and guests, was held at the Holiday Inn,

Oak Ridge.

Knoxville Academy of Medicine

The October 8th meeting of the Academy
was held in the auditorium of St. Mary’s

Memorial Hospital. The guest speaker. Dr.

Joseph E. O’Malley, Plastic and Reconstruc-

tive Surgeon from Orlando, Florida, was
furnished by the Knoxville Surgical Society.

Dr. O’Malley’s subject was “The Adventures
of a Physician in Viet Nam.”
A clinic on “Gynograms” was presented

by Dr. Paul Wooten from the Department
of Radiology, University of Tennessee Me-
morial Research Center and Hospital.

Nashville Academy of Medicine
Davidson County Medical Society

Dr. William J. Bryan, Jr., Los Angeles,

California, discussed “Medical Hypnosis” at

the meeting of the Nashville Academy of

Medicine on November 12th. The meeting,

held in the Auditorium of Baptist Hospital,

was preceded with a dinner and business

session of the Academy members.

Sullivan-Johnson County
Medical Society

The Sullivan-Johnson County Medical

Society met September 12th at the Bristol

Country Club. The program was presented

by Drs. Talmadge Buchanan and Tom Kuh-
nert, who presented pictures and informa-

tion concerning their recent trip to the So-

viet Union. During their discussion, men-
tion was often made of the lack of quality

in medical practice in Russia. They warned
that the quality of medical practice in

America could deteriorate similarly unless

members of local and state medical societies

participate actively in professional pro-

grams and projects.
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During the business session, the Society

unanimously endorsed the role of the Appa-
lachian Regional Center for the Healing

Arts Comprehensive Area Medical Planning

in the area; and further resolved that the

membership of the Society shall provide

consultation and/or planning assistance

when requested by the Appalachian Re-

gional Center for the Healing Arts.

Combined Meeting of McMinn and
Monroe County Medical Societies

A joint meeting of the McMinn County
Medical Society, the Monroe County Medi-

cal Society and Sweetwater Valley

Women’s Medical Auxiliary was held Sep-

tember 10th at Springbrook Golf and Coun-
try Club in Niota. Dr. John McKenzie,

president of McMinn County Medical Soci-

ety introduced the guest speakers: Mr. Tom
Sawyer, Atlanta, Field Representative,

Southeastern Region Field Office, American
Medical Political Action Committee; and

Mr. Rodney Taylor, Nashville, staff assist-

ant for IMPACT, (Independent Medicine’s

Political Action Committee-Tennessee)

.

Two films were shown explaining the work
of the organizations.

NATIONAL NEWS

The Month in Washington

(From Washington Office, AMA)
The American Medical Association pro-

tested strongly against proposed new medi-

caid regulations affecting payments to phy-

sicians and utilization review. The pro-

posed regulation on physicians’ reasonable

charges was described as an anomaly in a

protest to the Department of Health, Edu-

cation and Welfare. In the protest filed

with the Department of Health, Education

and Welfare, the AMA termed the proposed

regulation on physicians’ “reasonable”

charges as an anomaly because it is based

on payments received with no consideration

given to the usual and customary fee.

Since medicare payments made by the

government are 80 percent of the reasona-

ble charge, this amount could become the

maximum of every charge under medicare,

the AMA said. Or, were physicians to re-

ceive less than full payment and write off

losses, the reduced payments could become
the basis for the reasonable charge under
medicaid.

The new regulation on utilization review
would require a state medicaid plan to

provide for utilization review of each item

of service, including a physician’s in his

office or the patient’s home. The AMA said

it could lead to a set of national standards

with authorized treatment for each medical

condition limited in a manner set by regula-

tion.

The AMA said it is not opposed to a

“claims review” process to that now in op-

eration in many areas or as conducted

under medicare. Nor, the AMA added, did

it find fault with inquiring into a physi-

cian’s conduct where fraud is alleged, or

where it appears on the basis of medicare

claims submitted, that there is reasonable

ground for further investigation of a possi-

ble fraud.

In another development, the Advisory

Commission on Intergovernmental Rela-

tions supported a medicaid goal of compre-

hensive health care for the needy and medi-

cally needy by 1975, but proposed changes

in financing and operation of the federal-

state program.

The report was directed particularly to

“the virtually unmanageable fiscal burden

imposed on state and local governments by
the program.” It urged that consideration

be given to “broadening medicaid’s financial

base through increased involvement of the

private sector through an employer-em-

ployee contributory health insurance sys-

tem.” If congress approved this proposal, it

would be a giant step toward national com-

pulsory government health insurance.

The commission rejected proposals to

limit federal sharing in medicare and to es-

tablish national eligibility standards for

beneficiaries. The report was made public

soon after the Senate voted a $500 million

cutback in medicaid funds and when some

states already were trimming their medi-

caid programs because of a financial pinch.

The commission recommended that the

states “move vigorously to experiment with
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methods of increasing the efficiency and
economy of health services under the medi-
caid program,” including: (1) Reimbursing
hospitals contingent on their operating
under an acceptable standard of manage-
ment efficiency, (2) expanding prior au-
thorization for elective surgical procedures,

(3) payment for physicians’ services on a

basis other than usual and customary
charges, (4) use of co-payments for the pur-
chase of specified health care services, and
(5) improved techniques of utilization re-

view. The 26-member Commission is a bi-

partisan body established by federal law in

1959 to maintain continuing review of the

relations among federal, state and local gov-
ernments. Its membership consists of gov-
ernors, mayors, county officials, state legis-

lators, and representatives of both houses of

Congress, the federal executive branch, and
the general public. The chairman is Farris

Bryant, former governor of Florida.

^ ^ ^

Congress approved a two-year extension

of the regional medical programs and a

one-year extension of the Hill-Burton pro-

gram of federal aid for construction of hos-

pitals and other health care facilities.

The legislation authorizes appropriation

of $65 million in this fiscal year, ending next

June 30, and $120 million for the next year
for the regional medical programs. The
Senate had voted a three-year extension but

it was dropped in a House-Senate confer-

ence which worked out the compromise.

House conferees, however, emphasized
that “this program, although a new estab-

lished one, has already proved its value and
should be considered as a permanent pro-

gram.” They said they accepted the two-

year extension to give the next Congress an

opportunity to review the program.

The Hill-Burton program was authorized

$195 million for hospitals and $100 million

for other health care facilities. The confer-

ees abandoned Senate provisions for a new
three-year program of federal loans of $200

million a year for hospital modernization

and a guaranteed loan program of the same
amount with a federal subsidy of interest.

These provisions also were left for further

consideration by the next Congress.

A total of $40 million was authorized for

two years for construction and staffing of

rehabilitation facilities for narcotics addicts

and alcoholics. As a declaration of Con-

gress, the measure states: “Alcoholism is a

major health and social problem afflicting a

significant proportion of the public and
much more needs to be done by public and
private agencies to develop effective pre-

vention and control.”

The program of grants for family health

service clinics for migratory agricultural

workers was extended for two years with $9

million authorized for the current fiscal

year and $15 million for the next year.

The Committee on Emergency Medical

Services of the National Research Council

has recommended establishment of a na-

tionwide program for the training of ambu-
lance personnel. The committee proposed

guidelines for such training, stating that

there is at present “no uniformity in the

course of instruction and ... no generally

accepted standards of proficiency to be used

by those empowered to certify ambulance
personnel.” The committee’s recommended
guidelines cover: either the standard or ad-

vanced first aid courses of the American
National Red Cross as a prerequisite, the

operation of emergency vehicles, safety pre-

cautions at the accident scene, priorities of

care, records, the use of communication sys-

tems, the use of equipment and supplies,

medicolegal problems, and rescue proce-

dures.

The levels of proficiency designed to re-

sult from the course proposed in the report

are attainable in most areas of the country

within a reasonable time, the committee

said. However to realize the greatest life-

saving potential, the ambulance attendant

of the future should be trained to the same
level as lay assistants in emergency depart-

ments or medical corpsmen in combat
areas; and, ideally he should be qualified to

carry out, either independently or through

voice communication with a physician, such

procedures as tracheostomy, defibrillation,

and mechanical external cardiac compres-

sion, the committee said.

To attain these goals, the committee said,

accredited hospital training programs must
be established that will produce profes-
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sional ambulance attendants and emergency
department assistants of the caliber of certi-

fied x-ray, laboratory, physical therapy, and
other accredited medical technicians.

The ambulance attendant, it added, must
be fully engaged in eniergency care in an
established career pattern that provides at-

tractive compensation, prestige, and recog-

nition deserving of his services as a member
of the emergency care team. Where the

needs for ambulance services are low so

that he is not fully occupied, such as in

small communities, he should be an em-
ployee of a hospital, where he can maintain

his interest and proficiency as an assistant

in the emergency department, intensive-

care unit, or operating room.

^ ^ ^

The President’s Committee on Mental Re-

tardation reported that three-fourths of the

nation’s six million mentally retarded live

in urban ghettos and rural slums and were
unwanted, unplanned children. The com-
mittee’s second annual report, entitled “The
Edge of Change,” dealt with the high inci-

dence of retarded development among the

poor, the shortage of manpower to serve the

retarded, and the low quality of residential

care available to most of them.

The committee’s recommendations called

for (1) education and health services for

every child from birth; (2) an insurance

system to give parents a free choice in se-

lecting needed services; (3) development of

national accreditation standards for residen-

tial facilities for the retarded; and (4) vol-

untary family planning services for all

Americans.

MEDICAL NEWS
IN TENNESSEE

University of Tennessee

College of Medicine

Promotions—Dean Maston K. Callison of

the College of Medicine has announced the

following promotions: Drs. Wheelan D. Sut-

liff and Michael L. Gompertz to professor in

the department of medicine; Drs. William J.

Tolleson, Edgar F. Luton, Luther L. Bur-

Present for Governor Ellington’s signing of a

proclamation regarding Community Health Week
were, left to right: Mr. Joe Greathouse, Tennes-
see Hospital Association; R. H. Hutcheson, M.D.,

Commissioner of Public Health; O. M. McCallum,
M.D., Tennessee Medical Association; Mr. E.

Boyd Garrett, Tennessee Pharmaceutical Asso-

ciation and Governor Buford Ellington.

kett, and Murray L. Fields to associate pro-

fessor, department of medicine; Dr. Thomas
E. McLemore to assistant professor, depart-

ment of medicine; Drs. Edward W. Reed
and John P. Nash to clinical instructor in

the department of surgery, and Drs. Bruce

Herndon and John Holmes to clinical in-

structor in the department of ophthalmol-

ogy-

Dean Roland H. Alden has announced the

following promotions in the College of

Basic Medical Sciences: Drs. Federico G.

Fuste and Jerry T. Francisco to professor in

the department of pathology, and Dr. James
F. Reger, professor in the department of

anatomy; Drs. Alexander Augustin Fedinec,

Jean R. Holbrook, Leon Journey, Leonard

R. Murrell, and Robert L. Summitt to asso-

ciate professor in the department of anat-

omy, and Dr. Paulus Zee, associate profes-

sor in the department of physiology and

biophysics; Drs. Robert L. Atnip and

Thomas L. Avery to assistant professor, de-

partment of anatomy; Dr. Maneth Gravell,

assistant professor in the department of mi-

crobiology; and Dr. Emmett S. Manley, De-

partment of Pharmacology.

Participating Faculty—Dr. Robert S.

Summitt, associate professor of pediatrics

and anatomy, spoke of “Practical Cytoge-

netics in Pediatrics” at the joint annual

meeting of the Tennessee Chapter of the

American Academy of Pediatrics and the

Tennessee Pediatric Society, September 15-

17, in Memphis.
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Dr. James G. Hughes, chairman and pro-

fessor of pediatrics, was guest speaker for

the Brenneman Lecture Series, sponsored

by the Los Angeles Pediatric Society, Sep-

tember 18-19. Dr. Hughes spoke on four

topics: “Childhood Behavior Problems”;

“The Emotional Impact of Chronic Dis-

ease”; “The Child Who Fails in School”;

and “Pediatrics—Today and Tomorrow.”
Drs. Robert G. Allen, clinical assistant

professor of surgery, and Lloyd V. Craw-
ford, clinical assistant professor of pediat-

rics, participated in the annual meeting of

the American Academy of Pediatrics, Octo-

ber 19-24 in Chicago. Dr. Allen moderated

a discussion on thoracic and cardiovascular

surgery, while Dr. Crawford chaired a

panel discussion on environmental health

hazards.

Dr. Lewis D. Anderson, associate profes-

sor of orthopaedic surgery, presented two
papers before the Atlantic Provinces Ortho-

paedic Society meeting held October 3-6 in

St. John’s Newfoundland. His topics in-

cluded treatment of unstable trochanteric

fractures and compression plate fixation.

Dr. Webster Riggs, Jr., associate professor

of radiology, delivered a paper entitled

“Roentgen Chest Findings in Childhood Sic-

kle Cell Anemia,” before the Society of Pe-

diatric Radiology in New Orleans, October

1 .

Appointments—Dr. Webster Riggs, Jr.,

associate professor of radiology, has been

named director of the Radiology Depart-

ment at Le Bonheur Hospital. He will re-

main on the full-time faculty of the medical

units. Dr. G. Gordon Robertson, professor

and chairman of anatomy, has been ap-

pointed a member of a survey team of the

Liaison Committee, the joint committee of

the AAMC and AMA concerned with accre-

ditation of medical schools.

Grants—Dr. Homer F. Marsh, chancellor

of the Medical Units, announces that the

USPHS has made a supplemental plan-

ning grant to the Memphis Regional Medi-

cal Program under the direction of Dr.

James W. Culbertson, professor of medi-

cine. The award, in the amount of $192,397

will extend through the end of the current

federal grant period ending March 31, 1969.

In addition, the Health Services and Mental

Health Administration of the USPHS has

recommended additional support of $56,068

for the last three months of the total grant

period ending June 30, 1969.

Dr. Glenn M. Clark, assistant dean of the

College of Medicine for hospital affairs, has

received a grant of $3,475 from the Sobering

Corporation for drug research in osteoar-

thritis . . . Drs. Roger L. Hiatt, associate

professor of ophthalmology, and Philip M.
Lewis, chairman and clinical professor of

ophthalmology, have been awarded $3,000

by the Alfred P. Sloan Foundation for re-

search on the effects of orally administered

anticholinergic drugs on intraocular pres-

sure . . . Dr. James G. Hughes, professor and
chairman of pediatrics, is the recipient of a

$26,013 grant from the National Foundation
for research in the Birth Defects Evaluation

Center . . . The Roane Company has do-

nated $1,500 to Dean Maston K. Callison to

be used as a student scholarship fund.

Two Tennessee Hospitals Honored
At AHA Meeting

Two Tennessee hospitals, Newell Hospi-

tal, Chattanooga and Gartly Ramsay Hospi-

tal, Memphis, were honored as fifty-year

members of the American Hospital Associa-

tion, during the 70th annual meeting in At-

lantic City. Plaques received by these hos-

pitals call attention to each institution’s

fifty years of “.
. . dedication to community

services and . . .
participation toward the

mutual goal of providing better health care

services for all the people.” Institutions re-

ceiving the honor became AHA members in

the first year after the Association was re-

organized in 1918 from an Association of

individual members to an Association of

hospitals.

New Hospital in Milan Opens

Milan’s new million dollar hospital

opened recently. The new 47-bed facility is

linked to the old hospital by an enclosed

walkway, and will provide a total of 85 beds

at the Milan complex. The ground floor

consists of large laboratories, x-ray rooms,

emergency rooms, power machinery rooms,

and heating and cooling elements. The sec-

ond floor houses delivery rooms, kitchen.
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dining room, operating rooms, waiting
room, and a recovery area. The third floor

will be used for patients with 9 private and
19 semi-private rooms and three nurseries.

Bristol Mental Health Center
Dedicated in September

The first of several planned comprehen-
sive community mental health centers in

planning or construction in Tennessee
opened recently. The center occupies one

extra floor of a new wing of the Bristol Me-
morial Hospital and will provide inpatient

service, partial hospitalization, 24-hour

emergency service and diagnostic service,

out-patient service, consultation and educa-

tion service, pre-care and after-care ser-

vices. The new $2 million wing was dedi-

cated on September 8th. Dr. Nat T. Win-
ston, Jr., Commissioner of Mental Health in

Tennessee, was the featured speaker for the

ceremony.

Assistant Commissioner for

Psychiatric Services Named
Dr. Frank H. Luton, clinical director at

Central State Psychiatric Hospital and pro-

fessor of psychiatry, emeritus, at Vanderbilt

University, Nashville, has accepted ap-

pointment as assistant commissioner for

psychiatric services for the Tennessee De-

partment of Mental Health.

Dr. Andrew Stephen Wachtel, in private

psychiatric practice at Oak Ridge and pre-

viously superintendent at Eastern State Psy-

chiatric Hospital, Knoxville, has been

named clinical director at Central State.

In announcing the appointment. Dr. Nat

T. Winston, Commissioner of the Mental

Health Department, noted that this is the

first time all three of the department’s as-

sistant commissionerships have been filled.

Henry C. Hughes holds the position for ad-

ministrative services and Dr. Robert Cohen

that for retardation services.

Dr. Luton is president-elect of the Ameri-

can College of Psychiatrists and a past vice

president of the American Psychiatric Asso-

ciation. He is a past president of the South-

ern Psychiatric Association, the Tennessee

District Branch of the APA and the Central

Neuropsychiatric Association. He has been

chairman of the committee on mental

health of the Tennessee Medical Association

since 1956 and has served in key positions in

a wide variety of other national, regional,

state and local professional organizations.

Dr. Luton received the BS degree from Pea-

body College and the MD degree from Van-
derbilt University School of Medicine;

served his internship at Henry Phipps Psy-

chiatric Clinic, Johns Hopkins School of

Medicine, and his residencies at Queens
Square Hospital in London and the Judge
Baker Foundation in Boston. He was neu-

rologist and psychiatric-in-chief at Vander-

bilt Hospital from 1942-56 and became con-

sulting psychiatrist at Central State in 1944,

continuing in that capacity until he became
clinical director in 1960.

Dr. Wachtel holds the BA degree from
Greenville College, Greenville, Illinois, and

the MD degree from Baylor Medical School,

Houston; and served his internship and resi-

dency at Baylor University (VA Hospital).

He was superintendent at Eastern State

Hospital from 1964-66, at which time he en-

tered private practice in Oak Ridge. He is

a member of the American Medical Associa-

tion, American Academy of General Prac-

tice, American Psychiatric Association,

American Orthopsychiatric Association,

American Academy of Psychosomatic Medi-

cine (a fellow)
,
American Association for

the Advancement of Psychotherapy, Ameri-

can Hospital Association and Southern

Medical Association.

Impact Workshop

On September 7, Independent Medicine’s

Political Action Committee of Tennessee

sponsored a Political Education Conference

at the Hermitage Hotel in Nashville, Ten-

nessee. Although the number of partici-

pants were not equal to expectation, there

were 52 in attendance. The keynote ad-

dress was delivered by Representative Dan
Kuykendall of Memphis. Representative

Kuykendall urged more active participation

in politics by physicians as a means of cor-

recting some of the country’s problems. He
further urged Tennessee physicians to be-

come responsible in their political action

and to open doors of opportunities for solv-

ing problems.

The luncheon address was delivered by
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Governor Buford Ellington who urged the

attending physicians to support those things

which made America great and to accept

responsibility and reason as prevailing atti-

tudes. Other speakers included Dr. John
Peeples of Memphis, a member of the State

House of Representatives, and Dr. Rex E.

Kenyon, Oklahoma Medical Political Action

Committee.

PERSONAL NEWS

Two physicians in Tennessee have been named
“Man of the Year” by their local Chamber of

Commerce. They are Dr. B. W. King of Memphis
and Dr. John E. Neumann, Paris.

Dr. Max W. Painter, son of Dr. and Mrs. M. E.

Painter of Lafayette, has been appointed chief

resident on general surgery at the University of

Tennessee Medical Units in Memphis.
Dr. Roland H. Myers, Memphis, and Dr. Robert

G. Brashear, Knoxville, will participate on the

program for the 10th National Conference on the

Medical Aspects of Sports, sponsored by the AMA
Committee on Medical Aspects of Sports, which

will be held in conjunction with the AMA Clinical

Convention, December 1-4. Dr. Myers subject is

“Prevention and Treatment of Eye Injuries” and

Dr. Brashear will discuss “Physician and Athletic

Tiainer Management of the Acute Knee Injury.”

Dr, Warren T. Hill, formerly of Russellville,

Kentucky, has opened his office for the practice of

medicine at 907 West Main Street, Hendersonville.

Dr. Hill is a graduate of the University of Tennes-

see Medical School and interned at Nashville

General Hospital.

Dr. Joe E, Tittle, Oak Ridge Orthopedic Clinic,

has been named president of the Oak Ridge Ki-

wanis Club.

Dr. J. K. Malloy, Kingsport, discussed medicine

and the Holston Valley Community Hospital at a

meeting of the Rotary Club on September 25th.

The Knoxville Academy of Medicine honored

Dr. Dan Thomas at a recent meeting and pre-

sented him with a plaque in appreciation for his

thirty-one years of outstanding service to medi-

cine in the Knoxville area.

Dr. Marvin D. Peterson, formerly of Kansas,

has become associated with Dr. James N. Proffitt

and Dr. John Yarbrough in the practice of surgery

in Maryville.

Dr, E. Eric Muirhead, Memphis, is the recipient

of the 1968 John Elliott Memorial Award of the

American Association of Blood Banks. The

award, a scroll and $500, was presented to Dr.

Muirhead during the Association’s Annual Meet-

ing in Washington, D. C.

Dr. Joe Campbell, thoracic and general surgeon

of Union City,- and Dr. Walter K. Hoffman, prac-
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ticing physician and associate professor of medi-
cine at the University of Tennessee College of

Medicine, were guest speakers at a one-day Nurs-
ing Conference for Registered Nurses from 20

West Tennessee counties on September 19th in

Jackson.

Dr. John Dennie Crabtree has opened an office

to practice surgei-y at 217 West Spring Street in

Cookeville. Dr. Crabtree, a native of Gainesboro,

graduated from U.T. College of Medicine in 1961;

served his internship at Baroness Erlanger Hospi-

tal in Chattanooga; and his residency in surgery at

Orange Memorial Hospital, Orlando, Florida.

Dr. Grant W. Liddle, Nashville, chairman of the

department of medicine, Vanderbilt University

School of Medicine, is the cover story subject in

the September 23rd issue of Modern Medicine, a

leading national medical journal. Dr. Liddle, se-

lected by the editors as their “Contemporary” for

the current issue, is presented as a recognized au-

thority in the field of endocrinology. A 1948

graduate of the University of California School of

Medicine, San Francisco, he came to Vanderbilt in

1953 as chief of the endocrine service and last

July assumed his present post.

Dr. Wendell C. Bennett, Columbia, was guest

speaker at a recent meeting of the Maury County
Tuberculosis and Health Association.

ANNOUNCEMENTS

Calendar of Meetings, 1968-1969

State

April 10-12 Tennessee Medical Association

Annual Meeting, Civic Audito-

rium, Gatlinburg

National

Dec. 1-4 Am.erican Medical Association

(Clinical Convention) Miami
Beach, Fla.

Dec. 7-12 American Academy of Derma-
tology, Palmer House, Chicago

Dec. 9-11 Southern Surgical Association,

Boca Raton Hotel and Club,

Boca Raton, Fla.

Jan. 18-23, 1969 American Academy of Ortho-

paedic Surgeons, Americana
Hotel, New York

Jan. 26-29 Society of Thoracic Surgeons,

Hilton Inn, San Diego, Calif.

Jan. 31-Feb. 2 Southern Radiological Confer-

ence (13th Annual), Grand
Hotel, Point Clear, Alabama

Feb. 18-22 American College of Radiology,

Regency Hyatt House, Atlanta

Feb. 23-26 Atlanta Graduate Medical As-
sembly, Regency Hyatt House,

Atlanta

Feb. 25-March 1 American College of Surgeons,



I 134 ANNOUNCEMENTS November. 1968

Feb. 26-March 2

March 7-13

March 10-13

March 15-19

March 23-24

March 25-27

March 27-29

March 28-29

March 31-April 2

Puerto Rico Chapter, San Juan,

PR.

American College of Cardiol-

ogy, New York Hilton, New
York
American Association of Path-
ologists and Bacteriologists,

San Francisco Hilton, San
Francisco

New Orleans Graduate Medical
Assembly, Roosevelt Hotel,

New Orleans

American Academy of Allergy,

Americana, Bal Harbour, Fla.

American Laryngological Asso-
ciation, Roosevelt Hotel, New
Orleans

American Laryngological, Rhin-
ological and Otological Society,

Roosevelt Hotel, New Orleans

Southern Society of Anesthe-
siologists, Marriot Motor Hotel,

Atlanta, Ga.

American Otological Society,

Roosevelt Hotel, New Orleans

American Association for Tho-
racic Surgery, Fairmont Hotel,

San Francisco

AMA Public Affairs Division Formed

A new Division of Public Affairs in the Ameri-
can Medical Association’s headquarters organiza-

tion has been approved by the Board of Trustees.

The new division will succeed AMA’s Field Ser-

vice Division. Dr. Ernest B. Howard, Acting Ex-
ecutive Vice-President of AMA, has announced
that Mr. Joe Miller, former Executive Director of

AMPAC, will be the Director of the Division of

Public Affairs. It is planned that the new divi-

sion will assume broader responsibilities in the

public affairs area including community, civic and
governmental activities. It will be charged with

implementing AMA policy as it affects continuing

relations between medicine and government and
be responsible for many of the education and re-

search programs formerly conducted by AMPAC.
However, Dr. Howard stated that “as AMA sala-

ried employees, the field staff of the division of

public affairs will not, of course, engage in politi-

cal activities of supporting candidates for nomina-
tion or election to public office. Such activities

will continue exclusively as AMPAC functions.

The establishment of the Division is the result

of a resolution adopted by AMA in the June 1968

annual convention, calling for development of a

public affairs program within the AMA.

Emergency Care Course
Scheduled in Chattanooga

The first practical course on initial emergency
care and transportation of the sick and injured,

sponsored by the American Academy of Ortho-

paedic Surgeons, will be held in Chattanooga, No-
vember 29-30 and December 1, in Cadek Hall,

University of Chattanooga. Invited to attend the
three-day course of lectures and practical demon-
strations are ambulance attendants, firemen, po-
licemen, nurses, safety engineers, rescue squads,
public health, civil defense and other officials

dealing with the handling of members of the
public ill or hurt in accidents.

The advance training meeting is expected to at-

tract registrants from the thirteen Southern
States. It is to be given in cooperation with the

Chattanooga-Hamilton County Medical Society,

Chattanooga-Hamilton County Rescue Squad, and
Chattanooga Area Council on Emergency Medical
Services. Directing the course is Dr. C. Robert
Clark, Chattanooga orthopaedic surgeon.

To furnish instruction, members of the Chatta-
nooga-Hamilton Medical Society, Chattanooga
Fire Protection Company, Tennessee Medical As-
sociation and others will speak and demonstrate
on a wide range of subjects, including shock, re-

suscitation, cardiac massage, wound dressing,

splinting of fractures, and other medical emergen-
cies. Emergency childbirth, water rescue, electri-

cal safety, and even the legal aspects of emer-
gency care will be discussed. Demonstrations of

how to extricate victims from crushed autos and
use of rescue equipment will also be given.

For information and registration forms, write to

C. Robert Clark, M.D., 210 Medical Arts Building,

Chattanooga, 37402.

ACP Postgraduate Courses

A course on “Physical Methodology in Medical
Research” will be presented by the American Col-

lege of Physicians, December 2-6 at Massachusetts

Institute of Technology, Cambridge. The course

will deal with the instrumental methods for the

extraction and processing of physical and chemi-
cal information. Instrumentation is becoming in-

creasingly important in basic and applied re-

search, in biology and medicine, but also in ad-

ministrative problems, economics, and decision

making. The material on electrical instrumenta-

tion will be presented in the form of basic func-

tional units (“Instrumentation Elements”) from
which all complex systems can be synthesized.

Additional lectures will be given by specialists

from Harvard and MIT, in such fields as electro-

chemistry, magnetic resonance, spectroscopy, mass
spectroscopy, electron microscopy, chromatogra-

phy, radioactive methods and telemetry.

January 6-10, 1969, workshops will be held on

the “Physiology, Diagnosis and Treatment of Elec-

trolyte and Acid-Base Disorders” at the Univer-

sity of Pennsylvania School of Medicine, Philadel-

phia. The purpose of this program is to provide

“in depth” discussion of the physiological and bio-

chemical basis of clinical fluid, electrolyte, and
acid-base problems in order to provide the ration-

ale for a modern approach to diagnosis and ther-

apy. The course will be conducted as a series of
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workshops, each consisting of a faculty member
and 20 to 35 course participants. In these ses-

sions, detailed analyses will be made of previously

distributed case materials which will vary from
simple to complex disturbances. Each half-day

set of workshops will be preceded by a lecture

given in plenary session, in which a prominent
expert will discuss basic principles and new de-

velopments in the areas of acid-base metabolism,

hyponatremia, hypernatremia, dehydration, edema,
and specialized problems of fluid and electrolyte

balance in diuretic therapy, renal disease, surgery

and endocrine diseases.

Please send requests for information and appli-

cation blanks to: Edward C. Rosenow, Jr., M.D.,

Executive Director, American College of Physi-

cians, 4200 Pine Street, Philadelphia, Pa., 19104.

National Conference on Rural Health

The 22nd National Conference on Rural Health,

sponsored by the AMA Council on Rural Health in

cooperation with other organizations, will be held

March 21-22 at the Philadelphia Marriott Motor
Hotel. The theme of the conference is “Meeting

Rural Health Needs in Our Changing Times.”

Its purpose is to explore new needs and report on

new developments in: Planning for Health Ser-

vices in Rural Areas; Health Education for

Healthful Living; Systematic Approach to Emer-
gency Medical Services; Health Manpower—Phy-
sician, Dentist, Veterinarian, Nurse, and Allied

Health Personnel; Changing Role of the Nurse;

Migrant Health Program; Mental Health Facili-

ties; and The New Family Physician. There is no

registration fee.

AAP Issues Guidelines

on Competitive Athletics

The American Academy of Pediatrics has issued

positive and realistic guidelines to govern the par-

ticipation of elementary school children (boys and
girls 13 years of age and younger), in competitive

athletics. The guidelines prepared as a joint

statement by the AAP, the American Medical As-

sociation’s Committee on the Medical Aspects of

Sports, the American Association for Health,

Physical Education and Recreation, and the Soci-

ety of State Directors of Health, Physician Educa-
tion and Recreation, appear in the October issue

of PEDIATRICS, or may be obtained from the

Department of Public Information, AAP, 1801

Hinman Avenue, Evanston, Illinois, 60204.

TofightTB-
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T M A THE VIEWING BOX
Where Are We Heading?

By J. H. Ahronhelm, M.D., Jackson

(Note: This editorial first appeared in a

recent issue of the Foote Hospital Patholog-

ical News Bulletin and is reprinted with

permission of Doctor Ahronheim, who is

also the editor. BLM)
According to recent reports in the press,

the American Medical Association is consid-

ering steps designed to improve emergency
care. This report does not exactly spell out

what is meant by emergency care; it may
be the attempt to relieve the pressure on

hospital staff members in covering emer-

gency service or it may be to provide

prompter service to those patients who are

trying desperately and not too successfully

to get a doctor’s appointment, or it may be

both.

Whichever it may be, the AMA is aware
of a problem which is becoming increas-

ingly more serious, and of which there is

little hope in sight that it will improve. It

is nationwide and is certainly felt more and

more in our own community. An aging

medical profession is losing more members
by death and retirement than are being re-

placed by the slow influx of young men; the

remaining practitioners are overworked and

unable to take on more of a work load,

physically and time-wise.

To complicate things even more, medi-

cine is becoming more complex and there is

greater demand for highly specialized diag-

nostic and therapeutic procedures than

ever before. Medical practice is becoming a

practice of specialties and the institution of

family physician and general practitioner is

slowly becoming a matter of the past.

Today, we are no more satisfied with the

patients’ care which was considered stan-

dard 50 and even 25 years ago. To be rated

a reasonably good physician, one must be

certified by all sorts of professional bodies.

Hospitals don’t count anymore unless they

are accredited by an increasing number of

hospital organizations. Every person who
has some connection with the practice of

the healing arts needs now a license for

whatever he is trained to do. Training and

more training is emphasized. We are

trying to make nurses out of aides, doctors

out of nurses and university professors out

of practitioners.

Obviously, all this is done to upgrade

medical practice and has undoubtedly con-

tributed to making American medical sci-

ence the leader in the world. But it still

does not take care of the one problem which

is facing the entire nation: giving John Doe
the care which he needs and when he needs

it. Patients seeking a doctor’s appointment

often have to wait weeks before an availa-

ble spot is found for them on the physician’s

schedule. The doctors do their utmost to

meet the medical demands of the commun-
ity, but there are still only 24 hours in a

day, and coronary arteries can take only

that much.

What are we going to do about this situa-

tion?

If there were a simple answer to this

question, I am sure, it would have already

been given by those who have studied the

problem. Yet, let’s think about it for a

while and let’s do a bit of speculating.

Perhaps we might get some ideas from past

experiences of our profession. Let us go

back, for example, to the times, not too far

removed, when a physician had his own lit-

tle laboratory in the back of his office where

he performed the simple tests which were

known then, urinalysis, blood counts, occult

blood determinations, and a few others

which may or may not be obsolete today.

When more tests were developed and labo-

ratory medicine became more complex and

sophisticated, the doctor needed a helper, an

assistant, a technician. Usually it was his

nurse or office girl whom he would teach the

few tests which he was able to do. Later

schools would be established for the pur-

pose of turning out trained laboratory tech-

nicians. Thus, the fine profession of the

medical technologist evolved.

Similarly, other phases of the practice of

medicine, once the sole prerogative of the
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physician, would be delegated to specially

trained personnel, and the professions of

the physiotherapist, the dietitian, the anes-

thetist, and a few others were developed.

They would work under the supervision of

the physician and relieve him of many time
consuming duties. I could well see that we
carry this trend further yet. I could envi-

sion technicians for other phases of the

practice of medicine by which a person

would be trained solely for one specific

phase, such as taking care of emergency
cases, doing house calls for pediatric and
obstetrical cases (there was nothing wrong
with midwives who, in the past, had taken

care of confinement cases most efficiently)

,

making emergency decisions until the phy-

sician could take over. The physician, un-

der whom these technicians would work,

would be responsible for the technician’s ac-

tions. The training would have to concen-

trate not only in making the student ac-

quainted with his duties but, perhaps even

more so, on making him aware of his lim-

itations.

You may say that there are serious objec-

tions to this sort of medical practice by
technicians. You may argue that the pa-

tient who calls a doctor, wants to be seen by
a doctor and not by a technician. But let us

ask the same patient if he would rather suf-

fer for hours until the doctor finally shows

up or would settle on a specially trained

person who would give him the desired re-

lief until the doctor can take over. You
may say that this type of practice violates

I 143

the law pertaining to the practice of medi-
cine. Maybe so, but if need be, laws can be

changed and this type of nonphysician as-

sistant could develop into a well recognized

profession sanctioned by law. You may
argue that technician practice may impair

the quality of the practice of medicine.

As long as the technician works under the

doctor’s strictest supervision, this is a very

remote possibility, in fact, it may even im-

prove medical practice, just as the profes-

sion of the medical technologist has im-

proved medicine.

Whatever our objections may be, we have

to face facts and have to compromise some-

where and sometime. If we don’t, the med-
ical profession will some day consist of

long-haired super-scientists whose minds
are perpetually in the clouds while the pa-

tients suffer from the common cold and per-

forated appendices.

Let’s face it, the public is already getting

mighty impatient with us. When a patient

is miserable, he is not concerned about a

doctor’s tight schedule, or the rest which he

didn’t get last night, or the coronaries

which threaten to close up on him. He
wants relief and he wants it now.

Probably, things are not quite as critical

as that yet, but the day will come when we
have to make decisions if we want to live

up to the principles to which we pledged

ourselves when we recited the oath of Hip-

pocrates. {Reprinted from Michigan Med-

icine: 939, August, 1968.)
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Among the clinical manifestations of atherosclerosis in the peripheral arteries is this syndrome of
intermittent claudication and at times of impotence. The surgical treatment is considered and its

probability of success documented.

The Leriche Syndrome: Aortoiliae Occlusive

Disease*

G. RANDOLPH TURNER, M.D., Memphis, Tenn.

In our aging population arteriosclerosis

and its complications are increasing at a

rate that probably is absolute as well as rel-

ative, Therefore physicians will encounter

these problems more frequently. Fortu-

nately therapeutic advances have equipped

us to meet many of the challenges. During

the past fifteen years new medical and sur-

gical techniques have developed and ma-
tured. This requires that physicians re-

fresh themselves in the diagnosis and

treatment of complications of arterioscle-

rosis, especially if their formal training or

daily experience has not brought them in

frequent association with the advances.

Aortoiliae occlusive disease (or the “Ler-

iche syndrome” as it is often called) is one

frequent complication or arteriosclerosis.

The purpose of this communication is to re-

view some pertinent aspects of the disease.

Pathologic Considerations

Figure 1 illustrates the degree and loca-

tion of a common lesion. The obstructing

process may be atherosclerotic or fibrotic.

The etiology of either type is unknown.

To recognize the segmental nature of the

obstruction is important. Though the ves-

sel above and below is not necessarily free

of arteriosclerotic changes, it will accommo-

date near normal blood fiow if the obstruc-

tion is removed or bypassed. The segmen-

tal nature of this and other obstucting ar-

teriosclerotic lesions permits excellent re-

sults with revascularizing procedures.

*From the Methodist Hospital, and the Univer-

sity of Tennessee College of Medicine, Memphis,

Tennessee.

Fig. 1 : Artist’s drawing of diseased aortoiliae

segment.

Pathologic changes progress slowly and

usually permit collateral channels to dilate

and compensate. The capacity to develop

and maintain good collateral blood fiow is

variable individually, and this capacity (or
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its lack) will, in large measure, determine

the natural history of any one patient’s dis-

ease. It should be emphasized that aorto-

iliac occlusive disease is frequently accom-

panied by arteriosclerosis in cerebral, renal,

and coronary arteries.

Signs and Symptoms

In 1923, Leriche^’^ published the first of

several papers in which the signs and symp-
toms of aortoiliac occlusion were described.

So popular were the papers of Leriche that

the symptoms now constitute a syndrome
which bears his name. Originally, “Leriche’s

disease” was an occlusive vascular lesion of

the terminal aorta in young adults, but the

Leriche syndrome now refers to any patient

with symptoms of occlusion in the terminal

aorta regardless of age or etiology.

The signs and symptoms which Leriche

emphasized are claudication, impotence,

and diminished or absent femoral pulses.

Intermittent claudication, i.e., pain with

walking or exercise, is usually the first and

most prominent symptom. However, clau-

dication does not assume a constant or pre-

dictable location. The pain may be in the

hip, calf, or thigh, unilateral or bilateral,

and its severity will increase as blood flow

is progressively impeded.

Impotence is frequently not mentioned by
the patient. It signifies obstruction in both

hypogastric or common iliac arteries. Since

complete ischemia of the hypogastric artery

is not a constant occurrence, patients may
or may not have noticed impotence.

Accurate evaluation of pulses by palpa-

tion may be difficult, especially in obese

persons. If femoral pulses are indeed di-

minished, popliteal and pedal pulses should

show an appropriate change. However, pri-

mary vascular disease in the legs may ac-

count not only for changes in distal pulses

but also for claudication and ischemia.

Therefore one must be alert to the possibil-

ity of coexisting aortoiliac and femoral pop-

liteal disease, a frequent association. The
presence of bounding femoral pulses virtu-

ally excludes aortoiliac disease and indi-

cates that occlusion is distal to the femorals.

Frequently the exact problem is outlined

only after appropriate arteriography.

In addition to the triad of symptoms asso-

ciated with the Leriche syndrome, other

signs and symptoms occur with chronic and
longstanding disease. Loss of hair on the

dorsum of the toes or the legs and trophic

skin changes may occur. Coldness, numb-
ness, and muscle atrophy may develop in

the legs as blood flow is progressively de-

creased. Intractable pain at rest and is-

chemic changes in tissues indicate far ad-

vanced disease.

Therefore, any one patient’s exact symp-
toms will depend on the duration, the ana-

tomic location, the distribution of his lesion,

and, of considerable importance, on the col-

lateral circulation. Frequently, presenting

symptoms may mimic neuromuscular ab-

normality and vascular insufficiency may be

overlooked unless one suspects and seeks its

presence.

X-ray and Arteriographic Studies

When history and physical findings indi-

cate the presence of aortoiliac occlusive dis-

ease, aortography is indicated. This will

outline the location of the lesion, its extent,

the state of the arteries above and below
the block, and will provide an evaluation of

the collateral circulation. Despite reports

to the contrary,^ aortography is a valuable

examination for any patient in whom re-

vascularization is contemplated. Even in

patients who are not to be considered for

immediate operation, very useful and perti-

nent information can be obtained by aortog-

raphy. Disease of the femoral artery can

be outlined and evaluated if x-ray equip-

ment is available permitting rapid and se-

rial exposures. Furthermore, unrelated vas-

cular abnormalities (i.e. renal artery dis-

ease) may be discovered.

Many physicians are reluctant to advise

aortograms. This probably reflects persis-

tent fears of serious complications.

However, contrast media have been im-

proved and techniques of aortography have

been refined. Large series of consecutive

examinations made without complications

are reported."^ The ease and safety with

which aortography can be done justifies a

liberal selection of patients for study.

Other Studies

History, physical examinations, and aor-

tography are the basic ingredients of a
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sound workup in aortoiliac occlusive dis-

ease. Oscillometry may be of value. Maps
of skin temperatures, curves of radioactive

sodium, and other sophisticated diagnostic

tests may be helpful upon occasion, but

their use is not routine. Evaluation of the

general physical condition is important,

however. These patients frequently are

victims of generalized arteriosclerosis, par-

ticularly in the coronary, cerebral, and
renal circulation. Since such factors com-
bine to affect the prognosis of surgical treat-

ment, they should be investigated.

Medical Management

Few studies on the natural history of aor-

toiliac occlusive disease not treated surgi-

cally are available, but experience and pres-

ent knowledge permit us to assume that

untreated, the disease is compatible with a

sedentary life so long as collateral circula-

tion prevents pain at rest and ischemic

changes in tissues. If medical management
is chosen, the patient should be instructed

to control his weight. Smoking, which has

a profound vasoconstricting effect upon col-

lateral circulation, should be prohibited.

Alcohol should be used with restraint.

Scrupulous hygiene of the feet and legs

should be followed. Vasodilating medica-

tion may be used, though no proven value

for these patients has been demonstrated.

Ischemic extremities are thought to provide

maximal vasodilating stimulus to the collat-

eral circulation.

Since medical management has no direct

effect on the underlying primary disease, it

should be used only with the recognition

that surgical intervention may become in-

evitable later. A higher incidence of poor

surgical results is to be anticipated in pa-

tients when operation is delayed for con-

servative management.

Indication for Operation

In Leriche syndrome some level of ampu-

tation is to be anticipated when there is:

(1) intractable pain at rest, and (2) signs

of imminent or actual loss of tissue. These

two conditions might therefore be said to

constitute absolute indications for opera-

tion. The loss of gainful employment or

inability to adjust mentally or physically
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to limitations imposed by the disease would

constitute relative indications for operation,

if the risk is low and good results can be an-

ticipated.

Factors which affect risk and results have

been documented by retrospective studies,

such as those of Gomes.® These studies

confirm the relationship of cerebral, coro-

nary, and renal arteriosclerosis and in-

creased risk. In addition they indicate that

age, hypertension, and diabetes mellitus are

other significant conditions which fre-

quently accompany aortoiliac occlusive dis-

ease and adversely affect the operative mor-

tality. Heavy smoking, generous consump-

tion of alcohol, and obesity also add risks.

All of these associated factors are encoun-

tered daily in patients undergoing other

major abdominal operations. As pointed

out by Minkin,® aortoiliac reconstruction

and other major abdominal operations are

reasonably comparable in risk. Therefore,

valid selection of patients for the surgical

treatment of the Leriche syndrome should

not be difficult.

Competent and well administered anes-

thesia and an alert nursing facility

equipped for, and experienced in postopera-

tive care, combine to minimize risk in even

these poor candidates for operation. Only

patients whose associated problems are

more incapaciting than their aortoiliac oc-

clusive disease should be categorically de-

nied consideration for surgical treatment.

Surgical Management

Two surgical techniques are commonly
employed to relieve obstruction in the ter-

minal aorta and iliac arteries. They are by-

pass grafting and endarterectomy.

Endarterectomy is well suited to relieve

short segments of obstruction, and it may or

may not be combined with some type of

plastic procedure on the vessel to increase

the size of its lumen (i.e., patch graft angio-

plasty) .

In long segments of obstruction a bypass

graft may be preferable. Synthetic grafts

have been perfected. They are durable,

technically are easy to use, and show little

or no tendency to rejection by the body

when used to replace the aorta and iliac ar-

teries (Fig. 2) . A pseudo-intima is depos-
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Fig. 2: Artist’s drawing of diseased aortoiliac

segment with bypass graft in place.

ited on the graft’s inner surface, and the

prosthesis as a whole is quickly incorpo-

rated into surrounding tissues. A particu-

lar technique is a matter of surgeon’s pref-

erence.

Results

Results as well as mortality are affected

by the presence of associated illness. In pa-

tients having none of the previously dis-

cussed diseases, minimal mortality (i.e., 1%
or less) and uniform good results should be

expected from operation.® As one or more
problems are associated with the aortoiliac

occlusive disease however, mortality and

percentage of poor results begins to in-

crease.

Available figures would indicate that ap-

proximately 80% of all patients undergoing

operation can be expected to be free of

symptoms after 5 years. Most of the clo-

sures of a graft that do occur will appear

within one year. The amputation rate after

such closure is probably no greater than it

would have been without operation.

Because of the high incidence of asso-

ciated coronary, renal, and cerebral arter-

iosclerosis, life expectancy for patients with

Leriche syndrome is less than that for the

general population. (Fig. 3)

AORTO-ILIAC OCCLUSIVE DISEASE
survival after treatment

99 97

Fig. 3: Graph showing life expectancy of pa-

tients with aortoiliac occlusive disease compared
with normal population adjusted for sex and age.

Summary

Aortoiliac occlusive disease, commonly
termed Leriche syndrome, is a complication

of arteriosclerosis frequently encountered.

The most prominent symptom is intermit-

tent claudication, but signs and symptoms

are not constant, and they may easily be

misinterpreted as being of skeletal or neu-

romuscular origin. The exact extent of the

disease should be outlined by aortography.

Since the obstruction is usually segmental,

it is correctable by surgical means. In se-

lecting patients for operation the most im-

portant factors to be considered are the

presence of intercurrent disease, such as

coronary artery disease, diabetes mellitus,

and hypertension. Surgery can be expected

to afford relief of symptoms in most pa-

tients operated upon. Relief of symptoms

and rehabilitation of these patients by ap-

propriate surgical techniques speak for an

aggressive therapeutic approach.
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The author reviews the accumulating knowledge concerning growth hormone, which is secreted by
the pituitary. Its importance in the regulation of the metabolism of food stuffs and minerals has
been documented. The effects of physiologic factors upon secretion of growth hormone have been

demonstrated.

Physiology of Growth Hormone*
JOHN N. STIEL, M.D.,t Nashville, Tennessee

Human growth hormone (HGH) is a po-

lypeptide consisting of 188 amino acid resi-

dues with two sulphydryl bridges.^ The
molecular weight of human growth hor-

mone is 21,500, which is lower than the mo-
lecular weight of growth hormone of other

species. It is, however, a larger molecule

than other human polypeptide hormones
such as insulin, ACTH, and MSH.
Immunologically, growth hormone is spe-

cies specific; antiserum to HGH cross-reacts

with simian growth hormone but not with

the growth hormone of other species.

However, in the effort to find nonhuman
growth hormone that could be used in the

treatment of growth hormone deficient chil-

dren, Sonnenberg and associates et al^ found

that trypsin digestion of bovine growth hor-

mone yielded material that was metaboli-

cally active in humans. Glick^ in 1966

showed that this trypsin digest of bovine

growth hormone cross-reacted immunologi-

cally with human growth hormone.

Most of the information regarding the

physiology of HGH has been obtained in the

last few years as a result of the develop-

ment of a sensitive radioimmunoassay for

growth hormone in 1962. The principles

are the same as that used for the radioim-

munoassay of insulin and other polypeptide

hormones. Utilizing the immunoassay

technique, the half life of endogenous and

exogenous HGH has been reported to range

from 20 to 30 minutes.^’®

Control of Growth Hormone Secretion

Regulation of growth hormone secretion

by the anterior pituitary appears to be con-

trolled by the hypothalamus, mediated by a

^Presented at the meeting of the Tennessee

Diabetes Association, April 18, 1968, Chatta-

nooga, Tenn.

tResearch Fellow of the Postgraduate Com-
mittee in Medicine from the University of Syd-

ney, Australia at Vanderbilt University School of

Medicine, Nashville, Tennessee 37205.

specific growth hormone-releasing factor

(GHRF)

.

The evidence for GHRF control of growth

hormone secretion is varied. The findings

by Roth et al^ that section of the pitui-

tary stalk abolished the increased secretion

of growth hormone in response to hypogly-

cemia led investigators to postulate the

presence of a GHRF in the hypothalamus.

Crude hypothalmic extracts were found to

release growth hormone from rat pituitaries

both in vitro and in vivoJ’^ Studies by
Abrams et aP in the monkey showed that

lesions of the median eminence prevented

a rise in growth hormone levels in the

serum following hypoglycemic stimulation.

Additional evidence for mediation of con-

trol of growth hormone secretion by the

median eminence was provided by the stud-

ies of Blanco et al/® who showed that mi-

croinfusions of glucose into the median

eminence region blocked the release of

growth hormone from hypoglycemic stimu-

lation whereas similar infusions into the an-

terior pituitary gland did not prevent this

release. Katz et in 1967 found that

insulin-induced hypoglycemia produced a

decrease in pituitary growth hormone as

well as a depletion of hypothalamic GHRF.
All these experiments point to the presence

of a GHRF present in the hypothalamus

which is responsible for the release of

growth hormone, at least where hypogly-

cemia is the stimulus.

Factors Influencing the Secretion of

Growth Hormone in Man

(1). Hypoglycemia. Hypoglycemia in-

duced by insulin was first shown by Roth

et to cause an increase in serum levels

of growth hormone. A fall in blood sugar

to 50% or less of the basal value was accom-

panied by a marked rise in levels of growth

hormone in the serum of normal individuals

but not in patients with hypopituitarism.
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Hyperinsulinemia in the absence of hypo-
glycemia does not stimulate secretion of

growth hormone. Non-insulin-induced hy-
poglycemia, such as is seen in patients with
retroperitoneal tumors or fructose sensitiv-

ity, is associated with a rise in serum
growth hormone/’ Alcohol hypoglycemia
on the other hand, does not appear to pro-

duce a rise in the secretion of growth hor-

mone.

That the level of glucose in the “receptor”

cell, rather than the serum glucose level, is

the stimulus for growth hormone secretion

is indicated by the fact that the administra-

tion of 2-deoxyglucose, an inhibitor of glu-

cose utilization, causes a rise in growth hor-

mone in the serum even though it does not

depress the blood sugar concentration.®

(2.) Amino Acids. Infusions of amino
acids in supraphysiologic doses produce an
elevation in the concentration of serum
growth hormone. 14.15 of the many amino
acids tested, arginine causes the most re-

produceable elevations. The increase in

serum growth hormone in response to argi-

nine intravenously is preceded by a rise in

plasma insulin.i® It has been suggested that

the increase in levels of growth hormone
in response to arginine intravenously may
be due to the rise in insulin; however,

the fact that a similar rise is seen in HGH
levels in juvenile diabetics who show no in-

crease in insulin levels in response to the

arginine indicate that this is not the mecha-
nism.i®

(3.) Sex. Franz and Rabkini'* demon-
strated that, although the basal levels of

growth hormone were similar in males and

females, there was observed in females a

significant rise after ambulation which was
not found in the male but which could be

produced in the male by pretreatment with

estrogens. Variations in growth hormone
were associated with the phase of the men-
strual cycle, with a distinct rise in (postam-

bulatory) serum growth hormone begin-

ning shortly after ovulation.^"

(4.) Exercise. Significant exercise, such

as walking for 30 minutes at 1 to 4 mph, is

regularly followed by elevation of serum

levels of growth hormone both in males

and females, 4*

(5.) Surgery. Major surgery, such as la-

poratomy or thoractomy, is associated with

a rise of serum levels of growth hor-

mone.4® Patients undergoing electrocon-

vulsive therapy do not show a rise in serum
growth hormone during the procedure.^^

(6.) Emotional Stress and Pyrogens. A
rise in serum growth hormone following

emotional stress has been reported, as has a

rise following the injection of pyrogens,

(7.) Vasopressin. The administration of

vasopressin to normal subjects is followed

by a rise in serum levels of growth hormone
both in males and females but not in pa-

tients with hypopituitarism.-® This is simi-

lar to the previously described effects of

vasopressin on ACTH and FSH secretion.

(8.) Sleep. Takashasi et aP^ have re-

cently demonstrated increased secretion of

growth hormone associated with the initia-

tion of deep sleep.

(9.) Hyperglycemia. Administration of

glucose will inhibit the rise in plasma
growth hormone in response to minor sur-

gery such as herniorrhaphy.48 It will also

blunt the effect of exercise on secretion of

growth hormone. However, the increases

in GH that occur as a result of the injection

of pyrogens^® or the stress of major sur-

gery4® are not affected by the administration

of glucose.

(10.) Corticosteroids. Failure of normal

growth in children with Cushing’s syn-

drome is well known. The effects of corti-

costeroids on serum levels of growth hor-

mone have been studied in both adults and

children. Franz and Rabkin22 Hartog

et al-^ showed that adults receiving corti-

costeroids and patients with endogenous

hypercortisolism showed a blunted increase

in serum growth hormone in response to

hypoglycemia. On the other hand, Morris

et al-4 showed that, in children receiving

exogenous steroids, neither the basal nor

the hypoglycemic levels of growth hormone
in the serum were different from normal
controls.

A summary of the factors influencing

growth hormone secretion is shown in

Table 1.

Role of Growth Hormone In Growth
and Metabolism

(1.) Growth. The stimulus to growth pro-

vided by growth hormone has been studied
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Table I

Factors Influencing Growth Hormone
Secretion

Increased Secretion Decreased Secretion
1) Hypoglycemia 1) Hyperglycemia
2) Amino acids 2) ? Corticosteroids
3) Exercise
4) Estrogens
5) Surgical stress

6) Emotional stress

7) Pyrogens
8) Vasopressin
9) Deep sleep

intensively in various species. This stim-

ulus to growth affects every organ and tis-

sue of the body with the possible excep-

tions, in the rat at least, of the brain and

eyeball.^® The guinea pig is different from
other species studied in that no preparation

of growth hormone examined has promoted

growth in this species and hypophysectomy
does not arrest growth.^®

Growth in humans in response to exoge-

nous growth hormone has been studied

largely in pituitary dwarfs. The growth

rate achieved in the early months of ther-

apy with HGH is more rapid than the nor-

mal rate and, although the rate diminishes

with prolonged treatment, continued re-

sponsiveness for more than 4 years has been

observed.^®

(2.) Protein Metabolism. In adult man,

administration of HGH is followed by nitro-

gen retention. There is an increase in uri-

nary excretion of nitrogen for the first 2 to 6

days, followed by nitrogen retention, which

reaches a peak within 6 to 9 days and con-

tinues until 40 to 60 Gm. of nitrogen have

been retained.^'^ It has also been shown
that the negative nitrogen balance of spon-

taneous or induced hyperadrenocorticism

can be reversed by administration of HGH.^^

Growth hormone stimulates the transport

of amino acids across cell membranes and

the incorporation of amino acids into pro-

teins.2^’^^ The effect of growth hormone on

protein metabolism is synergistic with ef-

fect of insulin.

(3.) Fat. Concentration of free fatty acid

(FFA) in the plasma is increased by the ad-

ministration of HGH. An intravenous dose

of HGH results in a slight transient fall in

plasma FFA followed by a delayed rise.

The early fall may be due to enhanced FFA
uptake by skeletal muscle and the delayed

rise may be the consequence of enhanced

FFA output by adipose tissue.^^ Although

the acute effect of growth hormone on adi-

pose tissue is one of lipolysis and FFA mo-
bilization, prolonged administration inhibits

fatty acid synthesis.^"^

(4.) Carbohydrate Metabolism. Growth
hormone plays an important role in carbo-

hydrate metabolism. Abnormalities in car-

bohydrate metabolism are evident after hy-

pophysectomy, namely, hypoglycemia and

depletion of muscle and liver glycogen.

Some of these abnormalities can be cor-

rected by administration of replacement

doses of corticosteroids. However, abnor-

mal sensitivity to insulin persists, indicating

an important independent role of pituitary

growth hormone.^®

The administration of growth hormone to

adult dogs and cats leads to hyperglycemia

and glycosuria within one week; if the ad-

ministration is continued permanent diabe-

tes may ensue. In other laboratory ani-

mals, the pancreatic reserve is so great that

diabetes does not develop unless partial

pancreatectomy is also performed.^® Dia-

betes mellitus as a result of administration

of HGH to humans has not been reported,

but the high incidence of diabetes mellitus

in acromegaly is well-known.

Infusions of HGH impair the ability of

normal individuals to deal with a glucose

load, although they do not change either

the blood sugar or insulin levels under ba-

sal conditions.®® This “insulin resistance” is

ascribed to a decrease in insulin responsive-

ness by the target organ.

The actual incidence of either chemical

diabetes or overt diabetes mellitus in acro-

megaly is 25 to 50%; this underestimates

the frequency and severity of insulin an-

tagonism which exists in this disease. Beck
et al®^ studied a group of 12 acromegalic

patients and found that the mean insulin

response to a 100 Gm. glucose load was

three times greater than that of 43 normal

subjects. They also showed that the mean
insulin response to tolbutamide intrave-

nously was 2.7 times higher in the acrome-

galic patients than in normal individuals.

Significant increases in concentration of

growth hormone in the plasma have not

been found in most obese individuals nor



December, 1968 PHYSIOLOGY OF GROWTH HORMONE—Stiel I 199

have increased levels been found in matur-
ity onset diabetesd®

(5.) Mineral Metabolism. The adminis-
tration of growth hormone is followed by
retention of sodium, potassium, and inor-

ganic phosphate and by increased urinary

excretion of calcium.^® The hypercalcemia
occurs even on a low calcium diet, indicat-

ing that growth hormone mobilizes skeletal

calcium. The osteoporosis of acromegaly
may be a consequence of this action of

growth hormone.

Summary

Growth hormone is a polypeptide se-

creted by the anterior pituitary gland, the

release of which appears to be controlled by

a specific releasing factor of hypothalamic

origin. Such factors as the concentration of

blood glucose, sex, exercise, emotion, and
sleep influence the secretion of growth hor-

mone in humans, as do such nonphysiologic

stimuli as infusions of amino acids, and ad-

ministration of pyrogen or large doses of

corticosteroids.

Growth hormone plays an important role

in regulating the metabolism of fats, pro-

teins, carbohydrates and minerals. It is not

surprising, therefore, that either a defi-

ciency or a superabundance of this hormone
causes disease in man.
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The author reviews the results of rehabilitation of patients who have had myocardial infarction and
have been treated on a coronary care unit. This is important for contrast with past studies of those
who survived infarction without intensive care. It would seem that early efforts directed to the
rehabilitation of these patients is as important as in the past for patients who survived an episode

under routine management.

Factors Affecting the Employment of Patients

Treated in Coronary Care Units for

Myocardial Infarction*

JOSEPH E. ACKER, JR., M.D.,t Knoxville, Tenn.

Prior studies in the general population re-

lating to the percentage of patients return-

ing to work after myocardial infarction

are difficult to find.^'® Recently another

variable has been added. The decrease in

mortality from the earlier 30% to a present

15 or 20% in the Coronary Care Units pre-

sents an additional group of patients who
would have died previously.

Because of these unanswered questions,

we reviewed the relation of such factors as

age, complications, prior work experiences,

and post-hospital complications on success-

ful return to work.

Records of all patients treated in the Cor-

onary Care Unit at St. Mary’s Memorial

Hospital (450 beds) and the University of

Tennessee Memorial Research Center and

Hospital (333 beds) in Knoxville (popula-

tion 250,000) during 1966 were reviewed.

Patients with evidence of transmural in-

farction by electrocardiogram, myocardial

necrosis by enzyme changes and/or progres-

sive ST-T changes of acute subendocardial

infarction were included in the study.

There were 132 patients admitted with a

21.9% mortality during hospitalization. (Ta-

ble 1.) For this study only the 55 who
were employed before their illness were an-

Table I

St. Mary’s
University of
Tennessee Total

Admitted 85 47 132
Discharged 66 37 103
Died 19 10 29
Percent died 22.3 21.2 21.9

* Delivered at Meeting of Rehabilitation Coun-
cil, International Society of Cardiology, Cagliari,

Sardinia, Italy on June 11, 1968.

tFrom the Knoxville Cardiovascular Group,

and submitted from the East Tennessee Heart

Association.

alyzed. (Table 2.) Eighty percent of these

Table 2

University of
St. Mary’s Tennessee Total

Employed 41 14 55
Housewife 13 2 15
Unemployed 1 16 17
Retired 11 7 18
Died 19 8 27

Total 85 47 132

(Table 3) returned to old or modified jobs

without special rehabilitation counselling.

though we would like to believe that almost

thirteen years experience with a local Car-

diac Work Evaluation Unit favorably influ-

enced these figures.

Table 3

University of
St. Mary’s Tennessee Total

Employed
Returned to:

41 14 55

Old job 29 11 40
Modified 4 4
Retired 6 3 9
Died 2 0 2

Percent returned 80.5 78.5 80

Reasons for unsuccessful re-employment

were; (1) unemployed at time of my-
ocardial infarction, (2) retirement, (3)

death after hospital discharge, (4) angina

pectoris, (5) congestive heart failure, (6)

pending Workmen’s Compensation litiga-

tion, (7) retirement by company physician,

(8) not released by family physician, (9)

“lower blue collar worker” (lower level of

job skill), and (10) a broad group of psy-

chologic factors loosely termed “poor moti-

vation.”

Disturbances of rhythm during hospital-

ization in the re-employed included prema-

ture atrial contractions, premature ventric-

ular contractions, sinus arrest, atrial fibril-
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lation, atrial flutter, nodal rhythm, and all

degrees of heart block. Additional complica-

tions were postinfarction syndrome, shock,

left ventricular failure, and pulmonary em-
bolus. There were 7 instances of cardiac

arrest with 3 successful resuscitations.

Only 1 of these, a welder, was previously

employed. He returned to his old job un-

eventfully.

Factors favoring re-employment were:

(1) prior employment, (2) higher level of

job skill, (3) occupational stability, (4)

freedom from angina pectoris or congestive

heart failure, and (5) normal heart size.

Discussion

The patients in this study represent those

treated in two community hospitals in a

medium sized city by a representative num-
ber of physicians. These physicians were
influenced by thirteen years “exposure” to a

Cardiac Work Evaluation Unit, and approx-

imately one and one-half years experience

in a coronary or intensive care unit. There

was still a tendency by many to admit only

the more obviously complicated and severe

cases, leaving the suspected or milder cases

for traditional care. The mortality rate,

therefore, reflects a deflnite decrease from

previous hospital flgures, but are higher

than might be seen now with greater use of

the units.

The reasons for unsuccessful rehabilita-

tion were the usual ones encountered by
the physician experienced in this field. A
more vigorous therapeutic approach is un-

likely to greatly influence those with severe

disease as reflected by congestive failure,

angina, early death, or voluntary retirement

due to age. A more aggressive and early

program of rehabilitation directed toward

the patient, his family, the industrial physi-

cian and the family physician should favor-

ably influence successful re-employment of

the remaining patients. Knowledge of

these “unfavorable” factors should also

alert the physician to a more aggressive ap-

proach.

Those with disturbances of rhythm and
other complications, including cardiac ar-

rest, present an interesting unexpected side-

light. The previous use of these complica-

tions to classify the severity of the infarc-

tion in relation to survival do not necessar-

ily hold true when rehabilitation is consid-

ered. A more favorable attitude and more
optimistic approach early in the illness can

therefore be taken by the physician. This

should result in fewer psychologic problems

in the passive dependent and similar indi-

viduals.

Likewise, the early recognition of occupa-

tional stability with a high level of job skill,

freedom from angina pectoris and failure

should permit the physician to advise- the

patient, family and employer that he should

return to his old job.

In summary, factors affecting re-employ-

ment of patients treated in a coronary care

unit are presented. Use of these facts for

an earlier, more aggressive and optimistic

approach to the rehabilitation of the patient

with myocardiae infarction is urged.
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The author considers not only the anatomic and physiologic background necessary to understand ver-

tigo, but its etiologic aspects as well.

An Introduction to the Study of Vertigo*

J. C. GROS, M.D.,t Memphis, Tenn.

. . and in these hateful centuries any
damsel is duly protected although she hides

in another Labyrinth like that of Crete”

Cervantes, (“Don Quixote,” Chap. XI)

It seems that the word “labyrinth” al-

ways referred to something “difficult”,

“easy to get lost in” or “deathly dangerous”;

and perhaps it was for this reason that the

word was chosen by Valsalva^ to name the

inner portion of the ear.

The word comes from the Greek “lav-

rin’ thos,” which was the name given to a

rare palace built on the island of Crete

during the origins of the Greek civilization.

Intruders traversing its entrance were lost

in its complicated system of columns and
corridors, and to make more tragic their

situation, sooner or later, they were at-

tacked by a monster who was the only ten-

ant in that palace, (Fig. 1)

Fig. 1. Silver coin from Knossos in Crete; on one

side a map of the Labyrinth, on the reverse the

monster (Minotaur), from Duruy% appears.

In human beings, the labyrinth is related

to two systems, the auditory and the vestib-

ular, representing two of the most impor-

tant senses, hearing and the maintenance of

equilibrium. To discuss the basic knowl-

edge accepted today and to offer a general

appraisal of the otoneurology is the purpose

of this paper.

Equilibrium and spatial orientation are

the result of the combined action of the

vestibular system, the eyes, and the propri-

oceptive sense. Acting together as a unit.

*Read in the meeting of the Tennessee Acad-
emy of Otolaryngology, 1968, Chattanooga, Tenn.
fFrom the Department of Otolaryngology,

University of Tennessee College of Medicine,
Memphis, Tenn.

these structures without the intervention of

our conscience give us the ability to:

(1) Know the situation of the surround-

ing world,

(2) Unify movable impressions on the

retina, securing better vision,

(3) Make the appropriate adjustment in

muscular tone to maintain the body in the

adequate direction when we move, and

(4) Perform movements without error

whether one is in a normal or abnormal po-

sition

Equilibrium is centered in the vestibular

system, and its effector organ is the laby-

rinth, and more specifically the cristae of

the semicircular canals and the utricular

and saccular maculas.

The force creating impulses in these five

areas is called “acceleration”, and it may be

produced in two different ways: “angular

acceleration” created by the displacement

of endolymph after rotatory movements of

the head, activating the cristae of the semi-

circular canals; and “linear acceleration”

resulting from the action of the force of

gravity transmitted by the otoliths to the

otolithic membrane in the utricular and sac-

cular maculas, when the attitude of the

head is changed. A sudden and very loud

noise provoking a great wave of pressure in

the labyrinthine fluids may create vestibu-

lar impulses too, but this is exceptional.

The vestibular nerve, which is the first

vestibular neuron, has its cells in Scarpa’s

ganglion, and in the saccular ganglion, both

in the intratemporal portion of the vestibu-

lar nerve and transmits the impulses origi-

nating in the five effector areas to the cen-

tral nervous system. In the medulla, the ax-

ons of these cells reach the four vestibular

nuclei where the first neuron synapses with

the dentrites of the second neuron, and

from then on afterwards the impulses will

follow different directions.

Figure 2 is a diagram formed mainly with

the ideas of BrodaP and Carpenter its

complete discussion would require too
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I will point outmuch time and therefore

the most interesting facts:

The vestibular nuclei have connections
with the eyes, cerebellum, spinal cord, mo-

tor nucleus of the vagus and reticular for-

mation, and through this with some areas

of the cortex.

Connections with the cerebellum, reticu-

Fig. 2. Diagram of the vestibular system built with the concepts of Brodal and Carpenter. The four

vestibular nuclei are represented below their level; actually they reach the floor of the fourth ven-
tricle. SG Scarpa’s ganglion; FLOC flocculus; NOD nodulus; FN fastigial nucleus; CN Cajal’s nu-
cleus; MLF medical longitudinal fasc.; RF reticular formation; VST vestibulospinal tract; LSC
lateral spinocerebellar tract; III, IV, VI and X the nuclei of respective cranial nerves. For ease of

drawing, the two vestibular nerve ganglia have been represented as one.
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lar formation and spinal cord are afferent

and efferent.

Each vestibular nucleus has connections

with the cerebellum, and the inferior one
is the center of most of the cerebellar ac-

tivity.

The lateral nucleus only receives utricu-

lar fibers.

Connections with the spinal cord are ipsi-

lateral; the motor cells where they make
the synapsis “give off fibers to the con-

trolateral side crossing the middle line of

the cord.”

The vestibular system reaches the pos-

terior commissure area, and the connec-

tions with the Cajal or interstitial nucleus

is generally accepted; third order neurons

from the posterior commissure nuclei to the

pallidum and other basal nuclei is a possi-

bility still under research.

The elicited vestibular impulses do not

reach their destination in the same state in

which they were generated: first, they are

“filtered” by the efferent fibers of the vesti-

bular nerve, and later will be inhibited by
the cerebellum, the reticular formation and

the spinal cord;® some structures provoke

stimulation of these impulses, and among
these are some of the proprioceptive actions

especially from the tarsometatarsal joint

and from the motor pyramidal tract, since it

is the motor activity of making a person

move his head which is the origin of the lab-

yrinthine acceleration.

These modified vestibular impulses trav-

eling along the medial longitudinal fascicle

(MLF) reach the ipsi- and contralateral

oculomotor nuclei in the pons and mid-

brain, and transmitted to the extrinsic mus-

cles of the eye will create two eye reflexes,

nystagmus and counter-rolling of the eyes.

Nystagmus is originated by impulses com-
ing from the cristae of the semicircular ca-

nals, and counter-rolling by impulses com-

ing from the maculas. Nystagmus, which
may have an ocular origin, too, corrects vi-

sion of a moving object permitting the per-

ception of one and nitid image instead of a

blurred one.® It has been shown that bi-

lateral section of the MLF does not stop

nystagmus; in this circumstance, the im-

pulses to the eye muscles come from the RF.

Counter-rolling is a displacement of the eyes

in a direction opposite to the change of

position of the head.

The modified vestibular impulses arriving

at the lateral nucleus are transmitted

through the vestibulospinal tract to the

motor cells of the ventral horns of the

spinal cord, and in this way the vestibular

system integrates the general motor system
of the body. The raw motor impulses origi-

nated in the Betz cells of the motor area of

the cortex are under the influence of a mod-
ifying system."^ Actually, the motor impul-

ses reach the cells of the ventral horns of

the spinal cord not only through the pyram-
idal tract, but also through a modifier sys-

tem formed by the tectospinal, reticulo-

spinal, rubrospinal and vestibulospinal

tracts. The last transmits the impluses from
the vestibular system.

When this motor apparatus is properly in-

tegrated, the contraction of the skeletal

muscles and their tension is adjusted suffi-

ciently to permit accuracy in movements,
even when they are performed during a

change of position of the body.

Disturbances in the vestibular system
provoke the appearance of the sympton ver-

tigo, another word coming from the greek

“vertere,” meaning to whirl. Many defini-

tions have been offered for this symptom:—
“a false, conflicting and alarming sensation

of motion and position,”^ “a sort of displace-

ment of the body or of the surrounding

world”;® it was described many years ago as

“the loss of orientation about the location of

the objects in the space”. All these descrip-

tions have something in common: vertigo is

related to the sensation of displacement.

The intensity of the sensation varies from
one patient to another:—whether it is a

very strong spinning sensation forcing the

patient to go to bed for a time, or an off-

balance described as a falling sensation, un-

steadiness, weaving like walking on a boat

or on cotton. It is important to recognize

that the patient never has a loss of con-

sciousness as in an epileptic seizure.

In any case of vertigo, the history is of the

utmost importance. It is not enough to

know that the patient has vertigo; it is nec-

essary to know its particular characteristics,

the symptoms accompanying it, and the cir-

cumstances that favor its appearance.

A lesion in the effector organ, as infec-

tion, infiamation, edema, atrophy or is-

chemia, will produce a special featured ver-
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Sensation

Evolution

Nystagmus

Type of nystagmus

Autonomic symptoms

Identification of Vertigo

Peripheral

Rotation

Crises more or less

intense, separated by
symptom-free periods

Always present

Horizontal-rotatory

Always present

Central

Unsteadiness, imbalance,

falling sensation, rotation

Sensation more permanent; there

are crises but imbalance is more
steady

May or may not be present

Pure horizontal, vertical, rotatory

or changing direction

Weak or absent

Deafness Frequently present Rarely present

Duration 2-3 months or less Indefinite

tigo which is termed “peripheral,” while a

lesion in the central distribution of the ves-

tibular system, much as pressure, degenera-

tion, or ischemia will produce another type

of vertigo, called “central vertigo.” Differ-

entiation between the two types at times is

easy, and again is really difficult. The fol-

lowing clues may help to differentiate them:

Having this picture, the clinician realizes

he must be very careful in examining for

the spontaneous signs, whether in the nor-

mal position of the body, or in abnormal

positions of the head in the attempt to de-

tect “positional” nystagmus. Often it is in

this first part of the entire vestibular exam-
ination that some abnormalities can be de-

tected.

The instrumental examination of the ves-

tibular system has the purpose to provoke

artificially the appearance of the vestibular

reflex with its three elements: nystagmus,

vertigo, and the spinal cord reflex of “past-

pointing”; any vestibular examination pre-

tending to be complete needs to give atten-

tion to these three elements.

To produce a vestibular reflex sufficiently

objective to be analyzed, sudden changes

must be used as the ear temperature or ca-

loric test, and the effects of rotation or rota-

tory test. Classically, the excitation of the

vestibular system with a galvanic current

was considered as a test for the vestibular

nerve and specially for the Scarpa’s gan-

glion, but its value as a test for the vestibu-

lar nerve has been challenged recently by

Jongkees.^°

The vestibular reflex is more sophisti-

cated than a simple motor reflex. Its test-

ing may show not only quantitative abnor-

malities as hyper-, hypo- or areflexia but

qualitative changes as the absence of one of

its elements or distortions in the others.

Many advances have been made in the

last years, and our knowledge of the anat-

omy, physiology and examination of the

vestibular system has greatly improved.

Nystagmography has been perfected with

the addition of devices by Dolowitz^^ and

by Torok,^- which register the vestibulo-

spinal reflexes.

Etiology of Vestibular Vertigo

The most common causes of vertigo are

summarized in the following:

Etiology of vestibular vertigo

Septic Pyogenic labyrinthitis;

Viral, epidemic vertigo,

vestibuloneuronitis

Toxic Tobacco, alcohol,

ototoxic drugs,

blood chemical changes

Vascular Vertebrobasilar artery insuffi-

ciency, vascular spasm,

periarteritis nodosa (Cogan’s

syndrome)
arteriosclerosis

Traumatic Immediate to skull trauma
Later after skull trauma

Neurologic Brain-stem lesions

Cerebellar lesions

Acoustic tumors
Psychogenic

Undefined Meniere’s disease

The importance of the pyogenic labyrin-

thitis is that when infection invades the en-
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tire inner ear, with the loss of the cochlear

and vestibular functions, it represents a risk

for a future intracranial complication.

Repeated examinations of the cohlear and

vestibular function will inform the physi-

cian if this moment arrives, and about the

necessity of a surgical draining of the laby-

rinth.

A problem which puzzled the otologist for

a long time has been the instance of vestib-

ular vertigo with normal findings in vestib-

ular examination. Today, two types of viral

infection have attracted the attention of

otologists, and although there are certain

disagreements among them about the char-

acteristics of each, a review of the litera-

ture may permit us to differentiate the ves-

tibulo-neuronitis from the epidemic vertigo

in this way:

lar arterial insufficiency and its role as a

cause of vertigo has been pointed out by
several authors; arteriography has cleared

up this etiology of some vertigo which oth-

erwise would be considered as of unknown
origin.

Skull trauma is a frequent cause of ver-

tigo. Transverse and bi-axial fractures of

the temporal bone damage the effector

organ and/or the acoustic nerve, further-

more, it is necessary to consider the fact

that free blood in the semicircular canals is

a poison for the cristae cells, and that a

small blood effusion produced by a labyrin-

thine concussion may originate vertigo de-

spite the fact that there were neither clini-

cal nor radiologic signs of fracture.

The diagnosis of central lesions provoking

vertigo requires great accuracy in the in-

Origin

Location

Symptom

Neurologic symptoms

Deafness

Spontaneous nystagmus

Caloric test

Spinal fluid Normal

Morbility Isolated cases

Changes in the blood chemical compo-

nents may originate vertigo. Sensorineural

ear cells in the vestibular or in the cochlear

sections require a regular, uninterrupted

and appropriate blood flow, to insure a good

nutrition. Changes in the blood, as anemia,

increase of cholesterol or hyperglycemia

may produce disturbances of equilibrium

frequently accompanied by auditory

symptoms.^^

The maintenance of an adequate blood

supply is mandatory for satisfactory func-

tion of the vestibular system. Vertigo

produced by neck lesions, as cervical os-

teoarthritis, has been known for many
years. Later, the condition of vertebrobasi-

Brain-stem Encephalitis

or

Epidemic Vertigo

Viral, primary or secondary

Vestibular nuclei

Vertigo of sudden onset

Sometimes present

None

Central type

Normal

Lymphocytosis

Epidemic form

vestigation of the spontaneous vestibular

signs and the positional nystagmus.

Certain diseases, as multiple sclerosis and

syringobulbia, may begin with a vestibular

or vestibulocochlear syndrome sometimes

accompanied by an associated paralysis of

the larynx and pharynx. Diagnosis of

acoustic tumors has improved in the last

years, and new audiometric tests and the

medullogram have permitted the detection

of cases where the tumor still was confined

to the internal auditory canal. However,

some diseases of the posterior fossa pressing

upon the nerve produce a clinical picture

very similar to acoustic tumor and there-

fore confusion is possible. Among these

Vestibuloneuronitis
or

Isolated Paralysis of

the Vestibular Nerve

Viral, primary or secondary

Scarpa’s ganglion

Vertigo of Sudden onset

Absent

None

Peripheral type

Response heavily damaged or

absent
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diseases, arachnoiditis of the posterior fossa,

whether in its cystic or adhesive form,

cause the same symptoms and signs, and
only after an accurate evaluation of the re-

sults given by the complementary tests can

one make a final decision.

The importance of stress in the beginning

and evolution of Meniere’s disease is with-

out question; the unchallenged results ob-

tained by Furstemberg with his free sodium

diet were obtained while the patients had
been admitted in the hospital during the six

weeks needed for treatment. The psychoso-

matic aspect of this disease has been com-

mented on in an interesting way by
Jongkees.^^ Another factor in Meniere’s

disease is allergy, and recently Silcox has

described the frequency of allergy found in

his patients with Meniere’s disease.

All the patients complaining with vertigo

for a long time have a special mental atti-

tude, a “fear of vertigo”, which makes them
walk near walls, to be extremely cautious

when crossing the streets, and to avoid

brisk movements of the head,—a condition

called “illyngophobia”. Psychogenic ver-

tigo, which is an escape chosen by a patient

for his inner personal conflicts, is easily de-

tected if one is able to examine the patient

during an attack,—the absence of spontane-

ous nystagmus, and perhaps a “too beauti-

ful” positive Romberg test, falling almost

like a statue, may give the clue to the true

nature of the symptom.

We have a long way to go if we wish to

accelerate the progress of the otoneurology.

It is necessary that we otologists learn to

speak the language of the neurologists, and

that they learn to speak ours. The best

way it seems would be the creation of socie-

ities grouping the three specialities con-

nected with the equilibrium: ophthalmol-

ogy, otology and neurology.
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CLINICOPATHOLOGIC
CONFERENCE

Veterans Administration Hospital,

Memphis

Intracranial Dermoid in Region of

Fourth Ventricle

(A. W. Gregory, M.D. and W. T. Hayes, M.D.)

Case Presentation

Present Illness: This 38-year-old Negro me-
chanic had enjoyed good health until 2 months
prior to admission when he noticed weakness of

his left leg and arm while on a hunting trip.

Though he was able to continue work, he noticed

increasing weakness in his left hand and leg.

Soon his gait became unsteady and he found it

difficult to speak plainly. Straining tended to

bring on headaches and later also nausea and
vomiting. The headaches were mainly in the oc-

cipital region; coughing and sneezing accen-

tuated the pain. He began to stagger when he

walked and tended to fall to either side; he soon

noted diplopia. Numbness appeared in the left

hand along with weakness. The symptoms var-

ied considerably in intensity at first but gradu-
ally became more marked. On further question-

ing he stated that he became aware of a “roar-

ing” in the right ear about 2 years before the

present illness and that this was intermittent;

he had no decrease in hearing. Food tended “to

stick” in his throat when he tried to swallow.

Physical Examination: T. was 98.6°, P. 90, R.

16, and B.P. 120/80. The patient was described

as well-developed and nourished, who spoke

with slurred nasal speech. There was mild neck
stiffness. Examination disclosed coarse nystag-

mus with a fast component to the left when
looking to the left and upward; the optic disc

margins were blurred and raised about 2 diop-

ters. The pupils reacted normally and the extra-

ocular movements were normal; no ptosis or lid

lag was present. Hearing was good; Weber test

did not lateralize; Schwabach test was normal.

Nose and throat examination revealed only prob-

able weakness of the soft palate.

The remainder of the physical was not abnor-

mal except for the neurologic examination, part

of which is given above. There was a slight

weakness of the facial muscles on the left.

Difficulty in speech and swallowing were pres-

ent. The patient had difficulty standing alone;

he tended to lean and fall to the right with eyes

closed or open. He had a staggering gait. There
was sustained ankle clonus and positive Babinski

and Hoffman reflexes on the left. Deep tendon
reflexes were increased on the left. There was
weakness of the left arm and leg.

From the Medical Service and Laboratory
Service of Veterans Administration Hospital,

Memphis, Tenn. 38104.

Laboratory Data: WBC count was 6000 with
57% polys, 35% lymphocytes, 7% monocytes, and
1 eosinophil. The ESR. was 33 mm. corrected.

Hgb. was 14.7 Gm., Hct. 43%, BUN 16, and 2-

hour postprandial blood sugar 109 mg. per 100

ml.; Prothrombin time was 100%; and STS was
negative. Urinalysis was negative with a specific

gravity 1.034. An EKG. was within normal lim-
its.

X-rays: A chest x-ray was within limits of

normal. The skull films showed normal sella,

petrous ridges, and bone structure. A brain scan
was within normal limits. A ventriculogram
showed both lateral ventricles dilated. The pos-
terior part of the 3rd ventricle was not well out-
lined. Some Pantopaque was instilled and fin-

ally reached the 4th ventricle, but the studies

were not conclusive. An EEG. was within nor-
mal limits.

Hospital Course: Following the ventriculogram,
craniotomy was performed the next day.

Cl Inical Discussion

DR. GREGORY: In summary, this is a

case of a 38-year-old Negro who noted inter-

mittent tinnitus on the right 2 years before

admission. He apparently had no other

symptoms until 2 months before admission

when he developed a left hemiparesis which
became progressively worse and was fol-

lowed in quick succession by unsteady gait,

slurred speech, headaches, nausea and vom-
iting, diplopia, numbness of the left hand
and dysphagia. Neurologic examination re-

vealed slurred nasal speech, nystagmus,

papilledema, probable weakness of the soft

palate, slight left facial weakness, stagger-

ing gait, and left hemiparesis.

This is, then, a case of a rather rapidly

progressive neurologic lesion. I will first

try to locate the lesion anatomically. Tak-
ing the symptoms in order, the patient first

noted intermittent tinnitus on the right be-

ginning about 2 years prior to admission.

This indicates disease involving the coch-

lear or the acoustic nerve; however, it may
also occur with disease of the conducting

apparatus of the middle ear or even wax in

the external canal. I am not sure if this

symptom was part of the primary disease

process.

Two months before admission the patient

developed a left hemiparesis which indi-

cates involvement of the cerebral cortex or

of the long tracts. With involvement of the

cerebral cortex, the entire side of the body

is seldom involved to the same extent be-
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cause it would be unusual to have the entire

motor strip destroyed by one lesion. Equal
paralysis of the arm and leg would be more
suggestive of long tract disease. We do not

know in this case if there was equal in-

volvement of the arm and leg. Not long

after, he noticed unsteadiness of gait which
suggests disease of the cerebellum or cere-

bellar connections in the brain stem.

He had difficulty in speaking plainly and

this seems to have been dysarthria and not

aphasia. This can result from paralysis of

the tongue, the facial muscles, or the soft

palate. Innervation of the tongue is varia-

ble; occasionally each side is bilaterally in-

nervated and at other times this is unilat-

eral. A unilateral lesion can cause paraly-

sis of one side of the tongue and slurred

speech. Deviation and atrophy of the

tongue were not mentioned in this case, so

one would think that the slurred speech

was not due to involvement of the hypo-

glossal nerve or nucleus. Dysarthria can

occur in pseudobulbar palsy in which there

is bilateral involvement of the cortical bul-

bar tracts. These people are unable to pro-

trude the tongue. The muscles of the

tongue are spastic and the tongue appears

small. Cerebellar disease also causes

speech difficulty. Usually the speech is

slow, drawling, and monotonous with occa-

sional jerkiness and even explosiveness.

Without mention of involvement of the

tongue on physical examination in this case,

I would assume that the speech difficulty

was due to involvement of the cerebellum

or 10th cranial nerve.

Next, the patient had headaches which

were aggravated by straining, and nausea

and vomiting. These signs are not localiz-

ing but indicate increased intracranial pres-

sure. In patients without increased intra-

cranial pressure headaches are more signifi-

cant as a localizing sign. If a headache per-

sistently occurs on one side of the head, it

frequently overlies a lesion on that side.

Headaches are almost invariably present in

expanding lesions of the posterior fossa and

are usually located in the occipital and pos-

terior cervical regions. This patient’s head-

aches were consistent with a posterior fossa

lesion. Vomiting may be due to increased

intracranial pressure, but may also be due

to irritation of the vagal nuclei in the brain

stem. Like headaches, vomiting is most fre-

quent in the early morning. It is not re-

lated to meals and often is not preceded by
nausea.

The patient had diplopia which may be

due to involvement of the extraocular

nerves or their nuclei, but may also be due

to increased intracranial pressure which

can cause stretching of the 3rd or 6th cra-

nial nerves, most commonly the 6th. So,

this sign is also not a good localizing sign.

The patient developed numbness of the left

hand which indicates involvement of the

sensory pathways. He had difficulty in

swallowing indicating involvement of the

vagal nerves.

Examination revealed a coarse nystagmus
with a fast component to the left when
looking to the left. This type of nystagmus
is typical of lateral cerebellar involvement.

Such patients typically develop a coarse

nystagmus on looking toward the side of le-

sion with a fast component to the side of

gaze. Vestibular type of nystagmus on the

other hand is seen on all positions of the

eyes. Its direction may be toward the

lesion, away from the lesion, vertical or

rotatory.

Papilledema was present, which is, of

course, a sign of increased intracranial pres-

sure. The pupils reacted normally and the

extraocular movements were intact indicat-

ing the 3rd nerves were not involved.

There was no indication of involvement of

the 5th cranial nerve. Hearing was said to

be good on gross testing. Because of wide-

spread pathways of the acoustic nerve in

the brain stem, lesions there seldom cause

disturbance in hearing. There was said to

be only probable weakness of the soft pal-

ate; however, which side was weak was not

mentioned. Speech was slurred and nasal

indicating involvement of the 10th cranial

nerve. There was slight weakness of the

facial muscles on the left, but we do not

know if this was a central or peripheral

type of paralysis. The patient had difficulty

in standing alone and tended to fall to the

right with his eyes closed or open indicating

cerebellar involvement. Ataxia of the

upper extremities was not mentioned so it

is presumed that it was not present.
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Truncal ataxia is caused by lesions involv-

ing the vermis of the cerebellum. Falling

to the right suggests a lesion of the right

cerebellar hemisphere.

Finally, we have signs of upper motor
neuron involvement on the right with ankle

clonus, increased reflexes, muscle paralysis

and positive Hoffman and Babinski signs on
the left.

From the history and physical examina-
tion we have evidence of involvement of the

long motor and sensory tracts, the 7th, 8th,

and 10th cranial nerves, the cerebellum or

its connections in the brain stem and ob-

struction of the ventricular system. From
this we can localize a lesion to the posterior

fossa. The problem now is to determine the

type and exact location of the lesion. The
presence of intracranial pressure helps to

rule out a demyelinating disease or syringo-

bulbia. Abscesses and tuberculomas are

possibilities but are very rare. We do not

have the benefit of the spinal fluid examina-
tion which could be helpful in ruling these

out. The patient probably was not tapped

because of the increased intracranial pres-

sure. There was no evidence of tubercu-

losis elsewhere and no sources for spread of

infection to this region causing an abscess.

A basilar artery aneurysm cannot be defi-

nitely excluded.

The progressive course of this patient’s

disease is consistent with a tumor. If this is

a tumor, is it present within the substance

of the brain stem or cerebellum, or extrinsic

to these? The intrinsic tumors include as-

trocytomas, hemangiomas, ependymomas,
glioblastomas, teratomas, oligodendromas,

dermoid of the 4th ventricle, adenocarci-

noma of the choroid plexus, and metastatic

carcinomas.

Extrinsic tumors include meningiomas,

acoustic neuromas, teratomas, dermoids,

neuromas of the 5th and 7th cranial nerves,

chordomas, meningeal metastatic carcino-

mas and melanomas. An intrinsic lesion is

suggested by involvement of the long motor

and sensory tracts, and by the early devel-

opment of an unsteady gait; while the de-

velopment of multiple contiguous cranial

nerve palsies would be in favor of an ex-

trinsic tumor. On this basis, I think that

the lesion was probably intrinsic; however.

we cannot be sure, and the early develop-

ment of a tinnitus suggests a neuroma of

the acoustic nerve or some other tumor in

the region of the cerebellar-pontine angle

such as a neuroma of the 5th or 7th nerve,

meningioma, teratoma, dermoid, glioma, or

vascular lesion. With the absence of deaf-

ness or involvement of the 5th nerve, an
acoustic neuroma is unlikely. Also, in-

volvement of the 7th cranial nerve was on
the opposite side from the tinnitus. With
tumors in the cerebellar-pontine angle re-

gion we usually see changes in skull x-rays.

This would be a good point to review the

films.

DR. ETTMAN : A lateral view of the skull

shows some digital markings, but no evi-

dence of an erosion or evidence of hyperos-

tosis. The sella is intact; there is some sug-

gestion of thinning of the posterior clinoid

process which could go along with the in-

crease in intracranial pressure. These digi-

tal markings are consistent with longstand-

ing hydrocephalus. The ventriculograms

show a dilated ventricular system. You
will see that the frontal body, posterior por-

tion, and the temporal horn are filled. On
none of the films can I see air in the 4th

ventricle which would suggest an obstruc-

tion around the aqueduct or in the area of

the 4th ventricle. The opaque media you

see is the Pantopaque which was injected,

and this corresponds to the area of the 3rd

ventricle. So, in conclusion, we have an ob-

struction in the intraventricular system be-

yond or in the region of the aqueduct or the

4th ventricle.

DR. YOUNG: Do you see any abnormal

calcification?

DR. ETTMAN : In the region of the pineal

I see a rounded density on some of these

films but I could not make out any obvious

calcification. The mastoids are well aerated

which is against any involvement of the

mastoids.

DR, YOUNG: Are these normal size for

mastoid air cells?

DR. ETTMAN: Yes.

DR. GREGORY: The films do not suggest

a lesion in the cerebellar-pontine angle.

There are several possibilities: the tumor

could be in the region of the posterior part

of the 3rd ventricle with involvement of the
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internal capsule on the right causing motor
and sensory involvement on the left and the

cerebellar signs. Bilateral cortical bulbar

involvement in this region could produce

pseudobulbar palsy with dysarthria and
dysphagia; however, against this is the ab-

sence of other signs of pseudobulbar palsy,

such as, exaggerated emotional responses,

difficulty in chewing, hyperactive jaw-jerk,

etc. Also, against this is an absence of the

thalamic syndrome with painful paresthe-

sias on the involved side.

Another possibility is a lesion in the re-

gion of the medulla or the lower pons with

extension into the cerebellum. Gliomas,

usually glioblastoma multiforme, are the

most common tumors in this region. Early

blockage of the 4th ventricle and increased

intracranial pressure would be against this

diagnosis, but would not exclude it.

Tumors which arise from the wall of the

4th ventricle include ependymomas and an-

gioblastomas. These may invade the brain

stem and cerebellum and cause early ob-

structive symptoms.

Finally, the tumor might arise in the cer-

ebellum. These tumors include medullo-

blastomas, astrocytomas, ependymomas, sar-

comas, angiomas and angioblastomas. I do

not think that a metastatic tumor to the

posterior fossa is likely in this case because

of the age of the patient and the absence of

signs of primary disease elsewhere.

From the information given I am unable

to give the exact type and location of the le-

sion, so I will choose the statistically most

likely lesion. In cases of tumor involving

the brain stem the most frequent are

gliomas of the midbrain and pons, ependy-

momas of the 4th ventricle and pinealomas.

I do not think that we have to consider pi-

nealomas or tumors in the midbrain. I

think the most likely tumor would be a

slow growing glioma in the region of the

lower pons and upper medulla.

Clinical Diagnosis—primary tumor of

posterior fossa.

Anatomic Findings

DR. HAYES: At the time this patient was

studied on the ward the conclusion was that

this most likely represented a tumor of the

posterior fossa as Dr. Gregory has con-

cluded. With that in mind a craniotomy

121 I

was done. The neurosurgeon first explored

the cerebellum and found nothing abnormal

about it. He then explored both cerebellar

pontine angles and found nothing abnormal

in these areas. Then, he opened the poste-

rior medullary vellum and exposed the 4th

ventricle. Here he found a cheesy-like ma-
terial extruding from his incision. This

rather grumous, white material which in

consistency was not unlike cottage cheese,

was examined on frozen section and proved

to be keratinaceous material. With this re-

port, the neurosurgeon removed all of this

material he could.

The cyst lining contained pearly-like

masses which are characteristic of keratin

material. This is, then, a dermoid cyst of

the 4th ventricle, also called a pearly tumor.

Some pathologists group both epidermoid

and dermoid cysts together and call them
pearly tumors, and that is what I would like

to do with this one. Figure 1 is a photomi-

crograph of the cyst showing keratinaceous

contents and a squamous epithelial lining.

Beyond the squamous epithelium is loose

fibrous tissue in which are seen blood ves-

sels and chronic inflammatory cells. Many
sections were taken in an attempt to see

hair follicles, sebaceous glands, or some
skin appendage which perhaps might enable

us to say this is a dermoid cyst, meaning
it has an epidermis and a dermis, or to say

this is an epidermoid cyst which has only an

epidermis. These lesions are difficult to

wall lined by squamous epithelium and the kera-

tinaceous contents of the cyst. (H. & E. x 100.)
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separate, and I think most people prefer to

call them pearly tumors.

After this was removed the patient devel-

oped hydrocephalus making it necessary to

re-explore the area and do a ventriculo-

atrial shunt. Thereafter the patient pro-

gressively deteriorated and expired about 2

months later. Autopsy was not obtained.

It is thought that dermoids arise from an

inclusion of epidermal elements when the

neural groove closes at about the third to

fifth week of embyrogologic life. Most of

these are found near the midline as might

be expected; however, the epidermoids fre-

quently can be found away from the mid-

line. The age of onset of symptoms simply

depends on how fast the epithelium pro-

duces keratin and enlarges, and also where

it lies. A teratoma would have three ele-

ments—that is epiderm, mesoderm, and en-

doderm. In the literature which I reviewed

the largest reports of dermoids lying in the

4th ventricle that I could find were 4 cases

in one study and 2 cases in another.

Dermoids are extremely rare in this loca-

tion. Some have said that one out of every

200 intracranial tumors of all types will be

a dermoid. Grossly, they are oval and

opaque. If the content is thick yellow but-

tery sebaceous material the lesion is more

likely a dermoid than an epidermoid which

contains white keratinaceous material. In

thicker parts of the dermoid one may find

sebaceous elements or hair follicles; how-
ever, frequently in so-called dermoids it is

difficult to find appendages. It is said that

these tumors can recur if incompletely re-

moved. I do not mean to imply that they

are malignant; it is just simply regrowth

and more exfoliated keratin material.

There have been a few rare case reports of

a malignancy arising in dermoid cysts in

the form of squamous cell carcinoma and

some have extended down the spinal cord.

Final Anatomic Diagnosis—pearly tumor,

fourth ventricle

DR. YOUNG: I think any listing of tera-

tomas in a group of brain tumors is proba-

bly meant to include the dermoids, because

in the literature little distinction is made
between them. In the three or four cases

that we have had here the epidermoid term

probably fits best because we have never

found any skin appendages even though we
have looked carefully for them. We have

some supratentorial dermoids. Another

group of tumors that is quite difficult to sep-

arate from these are those that occur near

the pituitary stalk or even in the 3rd ventri-

cle. Some people believe, of course, that

these come from the adamantoid type of ep-

ithelium that accompanies the pituitary in

its development.

* *

Tennessee Medical Association

134th Annual Meeting

April 10, 11, 12, 1969

Gatlinburg, Tennessee
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ABSTRACT OF BOARD OF TRUSTEES ACTiONS
October 20, 1968

FOURTH QUARTER MEETING IN MEMPHIS . . . The Board accepted an invita-
tion from the Memphis-Shelby County Medical Society to conduct its fourth
quarter meeting in Memphis where" the Board heard Mr. Frank Norfleet,
Chairman of the Mid-South Medical Center Council for Comprehensive
Health Planning, and Dr. Homer Marsh, Vice-President in charge of Medi-
cal Units, University of Tennessee, speak on some of the major problems
confronted in health care planning and problems confronting the School
of Medicine.

lie i|e 4c a)c 9te

PLANNING AND DEVELOPMENT . . . The Board, after hearing a report from
its Committee on Planning and Development, adopted a committee recommen-
dation for the 1970 annual meeting. It called for the House of Dele-
gates to begin its first session at 4:00 p.m. on Wednesday afternoon
with a break at 6:00 p.m. for dinner, after which the House would con-
tinue with the business during the evening. The dinner meeting could be

a place and time for making presentations of awards and other events
usually conducted at the President's Banquet. . . . Such a change would
give more time for the Reference Committees and delegates to study re-
ports as well as to open up the meeting for additional activities since
the House would precede the regular three day meeting ( Thursday-Friday-
Saturday) of the Tennessee Medical Association.

4c 4e :4c 9)c He

ANNUAL MEETING SCHEDULED FOR THE NEXT FIVE YEARS ... Due to increas-
ing problems in scheduling in the places where TMA conducts its annual
meeting, the Board accepted a recommendation to schedule the annual
meetings at least five years in advance. In addition to the 1969 meet-
ing in Gatlinburg, the annual meeting and sessions of the House will be

conducted as follows: 1970—Memphis; 1971—Chattanooga; 1972-Nashville
(tentative) ;

1973—Memphis ;
1974—Gatlinburg.

4c 4= ^

OTHER ACTIONS . . . The Board heard reports of committee activities dur-

ing the third quarter from each of the division coordinators . . . Heard

a report on conducting the annual meeting in Nashville in 1971. This

was postponed for consideration for 1972 . . . Heard a report from the

Treasurer concerning TMA funds and investments . . . Discussed the ap-

pointments to AMA's Interspecialty Committee and heard a report from Dr.

Francis Cole relative to the probability of naming a new Commissioner of

Public Health upon the retirement of Dr. R. H. Hutcheson . . . Named

Drs. Alvin Keller and Irving Hillard, Nashville, as delegate and alter-

nate, respectively, to the Tennessee Council on Aging . . . Heard a de-

tailed report from Mr. Charles Cornelius, TMA legal council, relative to

the law suit filed by the Tennessee Board of Dispensing Opticians, and



the Henry County Hospital case where an osteopath was seeking staff
privileges . . . Took action to appoint an ad hoc committee to in-
vestigate and study the medical licensing law in the state of Tennes-
see for possible changes after a complete investigation of the stat-
utes . . . Approved and recommended that each county medical society
establish a speaker's bureau to assist in furnishing speakers to dis-
cuss health careers . . . Approved the Legislative Committee's recom-
mendation to conduct dinner meetings for legislators and contact doctors
over the state prior to the meeting of the General Assembly; to obtain
additional legal assistance during the 1969 session of the General As-
sembly and to continue to co-sponsor with the Tennessee Hospital Associ-
ation, a First Aid Station at the Capitol during the legislative session
. . . Approved third quarter financial statement and the 1969 budget
. . . Received a report from TMA President, Dr. Newell and Board member.
Dr. Satterfield, on the Regional Conference on Health Care Cost, con-
ducted in Atlanta on October 4 and 5*

^ ^ ^ ^

COUNTY SOCIETY ELECTION OF OFFICERS AND DELEGATES . . . Secretaries
of all county medical societies are urged to follow the provisions in
the TMA By-Laws, to elect their officers and TMA delegates and report
the names of those elected to the Tennessee Medical Association by Jan-
uary 1st (1969). Secretaries of county societies have been forwarded a

questionnaire, requesting each to submit the names of newly elected of-

ficers and delegates. It is urged that all societies conduct their
elections before the end of December . The names of delegates are needed
in order that a Nominating Committee can be named by the Board of Trust-
ees and the committee members names can be sent to county medical so-

cieties.

TMA DISTINGUISHED SERVICE AWARDS—NOMINATIONS TO BE SUBMITTED . . .

The Board of Trustees has established a maximum of three "Distinguished
Service Awards" to be made to physician members each year upon the re-

ceipt of such nominations from county societies, or from any member of

TMA. These awards are presented at the annual meeting. The following
criteria should be followed in submitting candidates' names; (1.) Any
TMA member in good standing is eligible for nomination, and any member
in good standing may nominate a recipient for this award. (2.) Nomina-
tions for the award v/ill be evaluated by the Board of Trustees and such
nominations with factual supporting data should be filed with the Ex-
ecutive Director of TMA NOT LATER THAN JANUARY 1 preceding the annual
meeting. The data should provide; (a) Biographical information on the

nominee, including a recent photograph. (b) Medical education and
training of nominee. (c) Professional history, including private prac-

tice, specialty training, contributions to medical literature, teaching
affiliations, staff connections, etc. (d) Detailed description of a

specific or general contribution or accomplishment of the nominee to the

advancement of medical science or any of the phases upon which the nom-

ination is to be based. (e) substantiating evidence of merit, includ-

ing printed materials, publications, articles, and other citations.

(3.) All nominees for the distinguished service awards will be evaluated

with not more than three being made in any one year. (4.) The Board of

Trustees will present the awards with appropriate ceremony during the

annual meeting, April 10“12, 1969.



Hadley Williams, Public Service Director

GENERAL ASSEMBLY CONVENES NEXT MONTH ... The 86th Tennessee General
Assembly will convene the first week of January for a 15-day organiza-
tional session and following a recess, will reconvene at a date to be
determined to begin its 90-legislative day session. How and over what
months the 90 days will be utilized must also be decided by the Assem-
bly. The 85th Assembly divided their 90 days into two segments, meet-
ing for 60-legislative days during 1967 and for 30 in 1968. The

elections produced an unprecedented situation in the House of Repre-
sentatives with 49 Democrats, 49 Republicans and one Independent win-
ning seats. The Speakership and key committee chairmanships will go to

the party that organizes the House. Several candidates for Speaker of

the House from both parties have announced and are actively seeking the

post.
•J* *3^
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THREE PHYSICIANS ELECTED TO HOUSE OF REPRESENTATIVES . . . Three physi-
cians have been elected to the House of Representatives, the same num-

ber as served during the last General Assembly. Two Republican in-

cumbents will return—Drs. Grailey H. Berryhill of Jackson and Jack D.

Peeples, Jr. of Memphis. Joining them will be Dr. Paul V. Nolan of

Chattanooga, also a Republican. Dr. Dorothy L. Brown of Nashville was

defeated in her bid for a Senate seat in the August Democratic primary

and will not return. In addition to the three physicians, two dentists

and a chiropractor were elected to House seats while a Pharmacist and

Veterinarian will serve in the Senate.

VOLUNTEERS NEEDED ONCE AGAIN FOR TMA-THA FIRST AID STATION . . .

TMA and the Tennessee Hospital Association will again co-sponsor a first

aid facility in the Capitol for members and employees of the General

Assembly. It is anticipated that the station will again operate three

days per week—Tuesday, Wednesday and Thursday. A professional nurse

will be on duty at all times and a volunteer physician will be sought to

staff the facility each day. All physicians interested in serving are

urged to contact Mr. Williams at TMA headquarters by phone or letter

indicating the day of the week they would be willing to staff the sta-

tion. More than 75 different TMA members from across the state served

in 1967-68. Most found the experience quite interesting and afforded an

opportunity to see their legislators in action. The job of scheduling

the volunteers Is difficult and those who would like to serve are urged

to contact Mr. Williams, as soon as possible.

lui
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LEADERSHIP CONFERENCE WELL RECEIVED ... The 5th biennial TMA State

and County Officers Leadership conference was conducted in Nashville No-

vember 17th at the Hermitage Hotel with more than 150 physicians, wives

and guests attending. An excellent program was presented with the high-

light being an address from Senator Howard H. Baker, Jr. Senator Baker

left for Spain immediately following the speech. The conference was

hailed a success by TMA President, Dr. Edward T. Newell, who presided

over the affair.

mid-south regional MEDICAL PROGRAM ADVISORY GROUP MEETS ... The

advisory group of the Tennessee Mid-South Regional Medical Program met

in Nashville November 15, 1968 and approved six additional projects for

recommendation to RMP headquarters in Washington. Three of the six came

from Nashville and the remainder from Knoxville, Chattanooga and Hop-

kinsville. At the same time the advisory group disapproved fourteen

grant requests and noted that twenty additional grant requests had been

withdrawn. The Nashville projects include a computer network to assist

radiotherapy from Vanderbilt University Hospital; a certified laboratory

assistant program at Baptist Hospital ; and a program in speech therapy

by Nashville Memorial Hospital. Other projects approved included a con-

tinuing education program in intensive care nursing for RN’s and tech-

nicians at St. Mary's Memorial Hospital in Knoxville; a program of

cardiac screening of school children by the Chattanooga Area Heart Asso-

ciation; and a health communication system at Jennie Stuart Memorial

Hospital in Hopkinsville, Kentucky. Total first year costs requested

for the six programs was |227,045. Also announced were the appointment

of Dr. Charles C. Trabue, Jr. of Nashville as area coordinator for the

Mid-Cumberland Regional Medical Program area and Dr. James Pappas of

Chattanooga as area coordinator for the Southeast Regional Medical Pro-

gram area. Yet to be named is a successor for Dr. Stanley Olson, for-

mer director of the Mid-South Regional Medical Program, who resigned

in August to become Director of the Division of Regional Medical Pro-

grams in the Department of Health, Education and Welfare.

^ :{c

AMA ASSIGNS TENNESSEE NEW FIELD REPRESENTATIVE ... Mr. Art Seeds has

been named AMA Field Representative for Tennessee replacing Mr. Whalen

Strobhar. Mr. Strobhar was elevated to special administrative assist-

ant for the newly created Public Affairs Division after approximately

three years as AMA field representative. Mr. Seeds will serve Arkansas,

Mississippi, Alabama and Louisiana in addition to Tennessee. A field

representative for AMA in other sections of the country for the past

four years. Seeds will establish residence in Memphis and will open an

AMA field office in that city. Under the new arrangement, AMPAC and AMA

field representatives merged with 12 area field offices being estab-

lished as part of the Public Affairs Division. Mr. Joe Miller, former

director of AMPAC, is the new division director.
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A Chinese photographer was riding one day through the snow covered countryside of

interior China. His soul was troubled. He had been witnessing a great movement toward
Christianity among his friends since the Japanese invasion. He longed to know the truth

of what he had been hearing from Christian missionaries. As he rode along, he said,

“Lord, if I could only see Thy face, I would believe.” Instantly a voice spoke to his heart,

“Take a picture! Take a picture! He looked out at the melting snow, forming pools of

water and revealing here and there the black earth. It was an unattractive scene. Never-

theless, being thus strangely compelled, the man descended and focused his camera on

the snowy roadside. Curious to know the outcome of the incident, he developed the film

at once on returning to his home. Out from among the black and white areas of the snow
scene a Face looked at him, full of tenderness and love—the face of Christ! He became
a Christian as the result. And because the Chinese people think that God has in this won-
derful way revealed Himself to them in the hour of their trial, many have since found the

Saviour through the picture, as the story of it is told in various parts of China.

Perhaps some of you will take the time to study this Rorschach ink blot type of pic-

ture. In time you should be able to see very clearly the lovely face of Christ.

Season’s Greetings,
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EDITORIAL

STATE MEDICAL ASSOCIATIONS—
THEIR ROLE IN CONTINUING EDUCATION

The medical profession is becoming

aware of a new thrust in continuing educa-

tion which is likely to develop into a power-

ful surge of interest and development.

In 1966, the AMA Board of Trustees acti-

vated a Committee on Continuing Educa-

tion whose charge is: (1) to organize, facil-

itate and innovate programs and activities

in continuing education; (2) to review and

coordinate programs in continuing educa-

tion; (3) to coordinate groups involved in

continuing education; (4) to investigate

technics of education in this area; (5) to ex-

plore methods of stimulating motivation for

continuing education; and (6) to assist and

stimulate state medical associations to be-

come active in this field.

Why all this apparent sudden interest on

the part of organized medicine to again as-

sume a role in continuing education? In

historical perspective it should not be for-

gotten that in the beginnings of the state

medical associations early in the 19th cen-

tury and throughout that century, and in

the organization of the AMA in 1847, con-

tinuing education was to be one of the ma-
jor functions in terms of clinical meetings

and journals. For all practical purposes

these were the only means of informing doc-

tors of what was new in the science and
practice of medicine. (The exception of a

nonspecialty society organized only for con-

tinuing education was the Southern Medical

Association established in 1906.) Following

the AMA’s initiation of the study of under-

graduate medical education which culmi-

nated in the Flexner Report (1912), fol-

lowed by closing the doors of half the medi-

cal schools in the next several years and re-

organization of the remainder to develop

into today’s schools, the advancement of

knowledge and its dissemination seemed
quite naturally to fall into their domain.

Thus, in the 1930’s, there began the involve-

ment of faculties of medical schools in con-

tinuing education, in courses given at

schools, in courses developed by medical

specialty societies given at schools, and in

some instances in the field at times under

the sponsorship of state medical societies.

(An example was the “circuit riding” pro-

gram in Tennessee of the 1930’s supported

financially by the Commonwealth Fund,

TMA, the Tennessee Department of Public

Health and the medical schools of Vander-

bilt University and the University of Ten-

nessee.) Thus, organized medicine gradu-

ally defaulted to the medical educators, not

so much from a lack of interest as from the

mounting pressures of political and socio-

economic forces requiring more and more

time and energies of the staffs and mem-
bers of medical associations. Continuing

education moved toward a secondary place

except for the journals. Annual sessions

of the AMA and state medical societies find

it difficult to compete with the programs

of specialty societies—the outgrowth of spe-

cialized knowledge.

The answers to why the sudden upsurge

of interest in continuing education stem

from several developments. Actually, it is

not so sudden! The Association of Ameri-

can Medical Colleges (AAMC) and the

AMA awakened to a sense of responsibility
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several years ago. A joint conference by
these two associations, to which were in-

vited representatives of several specialty

groups, led to the Joint Study Committee in

Continuing Education whose Report in 1962

represented a bench mark for what has de-

veloped since. (It is of interest that Sen-

ator Hubert H. Humphrey, Chairman of

Subcommittee on Reorganization and Inter-

national Reorganization, expressed immedi-

ate interest in this Report and continuing

education as a pseudogovernmental func-

tion.) The AMA at considerable expense

initiated steps to implement a “University

Without Walls” as envisioned in the Re-

port written by Dr. Bernard Dryer. In 1964

President Johnson organized the Commis-
sion on Heart Disease, Cancer and Stroke.

DeBakey’s original concept promulgated by
this Commission was altered to become the

Regional Medical Program (RMP) of today

with the major objective that of the im-

provement and extension of medical care

through continuing education and the pro-

vision of tools for this. Thus, the RMP has

without question provided a strong stimulus

to continuing education, many of its con-

cepts having been quite precisely spelled

out in the Dryer Report. Publicity about

RMP has made the public aware of the need

for continuing education, and labor unions

and other lay organizations dabbling in ide-

alistic schemes for medical care have spent

many words on the woeful lack, as they see

it, of doctors remaining abreast of the times.

Pronouncements from HEW have abetted

these allegations.-

On the heels of the interest of the AMA
and AAMC and the Dryer Report, the de-

velopment of the Regional Medical Pro-

gram, and the Public’s interest in evidence

of continuing medical competence, came

suggestions that continuing education

should become a “must” for continued licen-

*The major financial support for the study was

borne equally by the American Medical Associa-

tion and the Association of American Medical

Colleges, with equal and sizeable financial con-

tributions by the American Academy of General

Practice, American Academy of Pediatrics,

American College of Obstetricians and Gynecol-

ogists, American College of Physicians, American

Hospital Association and American Psychiatric

Association.

sure. These suggestions have been voiced

by writers for the lay public, from within

the profession and from government. The

implications of these suggestions are pro-

found and not to be taken lightly. In New
York State remuneration for Medicare is

said to be related to documentation by the

physician that he has had a part in continu-

ing education. The National Health Service

of England has developed a policy of ad-

vancement in its organization dependent

upon continuing education. Suggestions

have been made that re-examination in our

country should be required periodically for

re-licensure to practice medicine. There-

fore, there seems to be some urgency that

organized medicine take the lead and not

to offer “too little and too late” as in some

phases of the social revolution of recent

years.

Several weeks ago the AMA called a con-

ference of representatives from state medi-

cal associations on Continuing Medical Edu-

cation, which was attended by Mr. Henry

Holderfield of the TMA Staff and your Edi-

tor as Chairman of the new TMA Commit-

tee on Continuing Education. It was an in-

formative and interesting session. A half-

day was given over to a plenary session

with an introductory talk by Dr. James

Appel, Chairman of the AMA Board Com-
mittee on Continuing Edu<"ation, outlining

its interests and objectives, its wish to aid

state associations in this activity, and tenta-

tive suggestions as to periodic awards for

physicians which would testify to their pa-

tients that they, the physicians, had contin-

ued their education. The AMA seeks to

avoid punitive approaches such as periodic

re-examination and re-licensure, or that of

the Academy of General Practice requiring

evidence of continuing education for the

maintenance of membership. Reports from

the state associations of California, Michi-

gan and Oregon were presented. The Cali-

fornia Medical Association has been very

active and is planning for awards different

from and possibly more realistic than those

suggested by the AMA. The Michigan

Medical Association with many years of ex-

perience pointed to a shift in teaching tech-

nics. The Oregon association has begun an

experiment of requiring continuing educa-
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tion of its members pointing toward the

possibility of making this mandatory for

continued membership in the Association.

(It will not enforce this during the early

years of experimentation and setting of

guidelines.)

Several more presentations and the work-

shops on the following day permitted much
interchange of information upon the activi-

ties underway or projected by the state

medical associations, almost all of which
were represented by at least two persons.

The workshops had as their individual

charges: (1) Motivation, (2) Evaluation,

(3) Organization and Methods, (4) Financ-

ing, and (5) The Role of the State Medical

Association.

Each of these five topics could be a fit

subject for an editorial, and may be devel-

oped as such in later issues of the Journal.

For the moment it will suffice to inform the

TMA membership of the background of the

current interest in continuing education, its

promptings and trends toward future devel-

opments. Of interest too should be the con-

sensus quite generally expressed at the

Conference that state medical associations

should be the leaders with strong ties to the

AMA, Regional Medical Programs, and

medical schools in developing programs of

continuing education.

Finally, it should be known that the TMA
Board of Trustees has decided that continu-

ing education as a TMA function should be

reactivated after a lapse for a decade. The

TMA Committee activated in the late sum-

mer has met once for general and broad

planning which was subsequently approved

by the Board. An upcoming meeting will

be devoted to more detailed and specific

planning, and outlining the Committee’s

function in the implementation of continu-

ing education under the aegis of the Ten-

nessee Medical Association.

R.H.K.

(The interested reader is referred to the View-
ing Box in this issue for other comments on con-

tinuing education.)

1. Dryer, Bernard V.: Lifetime Learning for

Physicians: Principles, Practices, Proposals, J.

Med. Educ. 37: (Part 2) 1, 1962.

2. Editorial: Education in the Use of Drugs.

J. Tennessee M.A. 61: 1122, 1968.

IN MEMORIAM

Coppedge, Thomas Nelson, Memphis. Died Oc-
tober 16, 1968, Age 79. Graduate of Memphis
Hospital Medical College, 1912. Member of Mem-
phis and Shelby County Medical Society.

Frazier, Marshall Frances, Oneida. Died No-
vember 2, 1968, Age 61. Graduate of University
of Tennessee College of Medicine, 1933. Member
of Scott County Medical Society.

Bryan, Harry G., Memphis. Died November 7,

1968, Age 55. Graduate of University of Tennes-
see College of Medicine, 1936. Member of Mem-
phis and Shelby County Medical Society.

Horan, Wm. A., Nashville. Died November 15,

1968, Age 84. Graduate of University of Tennes-
see College of Medicine, 1909. Member of Nash-
ville and Davidson County Medical Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

New Members
The Journal takes the opportunity to welcome

these new Tennessee Medical Association mem-
bers.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Thomas E. Hayes, M.D., Chattanooga
Barry Parker Norton, M.D., Chattanooga

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Sergio A. DeLamerens, M.D., Memphis
Cyrus Henry Higgs, Jr., M.D., Memphis
Edward Nenon Mogan, M.D., Arlington

MONTGOMERY COUNTY MEDICAL SOCIETY
David L. Gullett, M.D., Clarksville

Van Snider, M.D., Clarksville

NASHVILLE ACADEMY OF MEDICINE
William B. Crenshaw, M.D., Nashville

Knoxville Academy of Medicine

The November 12th meeting of the Acad-
emy was held in the auditorium of St.
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Mary’s Memorial Hospital, Dr. Jorge A.

Rodriquez, Assistant Professor of Surgical

Anatomy, Department of Surgery, Univer-

sity of Mississippi School of Medicine, Jack-

son, Mississippi. His address was entitled

“Obervations and Impressions of Current
Surgical Practices in Russia.”

Memphis-Shelby County Medical

Society

The Society met in regular session in the

auditorium of the Institute of Pathology,

University of Tennessee, on November 12.

The program entitled, “Current Status of

I.R.T. and H.R. 10,” was presented by the

Board of Trustees, Memphis and Shelby

County Medical Society Investment Retire-

ment Trust.

A session of the Society’s House of Dele-

gates followed the general program.

NATIONAL NEWS

The Month In Washington

(From the Washington Office, AMA)

Three-fourths of the medicare part B car-

riers now are using individual physician fee

profiles in determining reasonable charges.

The Social Security Administration said

that these carriers, a total of 36, collectively

process 80 per cent of the medicare bills

submitted by physicians. Prevailing fees

continue as a major factor in the reasonable

charges determined by the carriers.

The remaining 14 carriers which have not

yet fully developed the individual physician

fee profiles, or the computer capacity for

using them, are employing other interim

techniques. Some use, in addition to pre-

vailing fees, fee schedules; others relative

value scales, or similar techniques, in deter-

mining reasonable charges.

The medicare law calls for individual de-

terminations by the carrier which take into

account the customary charges of the physi-

cian and the prevailing charges in the local-

ity for similar services. In addition, car-

riers must assure that the charges deter-

mined to be reasonable for medicare benefi-

ciaries are not higher than the charges for

comparable services under comparable cir-

cumstances to their own policyholders and
subscribers, according to the SSA. Payment
is to be made on the basis of the lowest of

those three criteria, or the physician’s ac-

tual charge, if that is still lower, the SSA
said.

“Making a reasonable charge determina-

tion involves checking each bill against

compiled data on the individual physician’s

customary charges for similar services and
the prevailing level of charges for such ser-

vices in the locality in which the physician

practices,” the SSA said.

“The development of physician fee pro-

files,” according to Thomas M. Tierney,

medicare’s director, “present a unique chal-

lenge to both the SSA and the contracting

carriers. At the time of medicare’s enact-

ment, there was no industry-wide pattern in

the health insurance field on the approach

to reasonable charge determination,

“There is evidence now that the success-

ful application of the guidelines interpret-

ing the medicare reasonable charge provi-

sions, including the required development
and use of individual physician fee profiles,

is leading to a more systematized and con-

sistent approach to the payment of physi-

cians’ bills in the health insurance field gen-

erally.”

The medicare hospital deductible will be

increased from $40 to $44 January 1, 1969.

The law specifies that if an annual review

shows that hopsital costs have changed sig-

nificantly, the hospital deductible amount
must be adjusted for the following year.

Necessary increases in the deductible

amount are to be made in $4 steps to avoid

small annual changes.

The shortage of physicians, particularly

general practitioners was cited in a govern-

ment report as a factor in the increase in

physicians’ fees since World War II.

The Bureau of Labor Statistics (BLS) re-

ported that charges for medical care, in-

cluding hospitalization, had risen at an an-

nual rate of 3.9 per cent since World War II

while prices of all consumer items com-

bined advanced at a rate of 2.6 per cent per

year. The bureau said that medical care

prices had risen at a faster rate in recent
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years, 6.6 per cent in 1966 and 6.4 per cent

in 1967.

The report said that physicians’ fees,

while not advancing as rapidly as hospital

charges, had more than doubled in the past

10 years. Hospital charges more than quad-

rupled.

“The rise in physicians’ fees during the

1946-67 period is partially due to the gen-

eral rise in price levels and to the physi-

cians’ need for increased income to cover

his personal and business costs,” the report

said.

“This is especially true for the past two

years. Doctors have tended to attribute

their higher fees in recent years to the gen-

eral economic conditions and the higher

cost of doing business. Nevertheless, some

charges clearly reflect the shortage of doc-

tors. With an overload of patients, physi-

cians in some cases have tried to discourage

the practice of making house calls by rais-

ing the rate for such a service to a level that

few patients are willing to pay. The post-

war emphasis on medical specialists has

also helped to boost physicians’ fees since

general practitioners have become scarce

and specialists, with their extra training are

able to command higher fees.”

The number of GP’s declined from 73,593

in 1963 to 68,920 in 1967 while the number

of physicians in all categories was increas-

ing from 276,475 to 308,475.

The BLS conceded that its reports on

health care costs do not give adequate con-

sideration to improvements in the quality of

medical care as reflected in longer life

spans, improved and more efficient tech-

niques for treatment, shorter hospital stays,

etc.

“It is obvious that there are many prob-

lems of deflnition and measurement to be

solved before any progress can be made in

introducing appropriate methods of measur-

ing medical care price changes in a more

meaningful way,” the report said.

Two other federal developments dealt

with medical care for the poor. The Board

of Medicine of the National Academy of

Sciences announced start of a comprehen-

sive, two-year study titled, “Health and the

Poor.” A joint state-federal task force re-

ported on its study of costs for medical and

public assistance programs.

The Board of Medicine named a special

panel for its study which will cover: the

quantity and quality of medical care the

poor now receive; existing federal pro-

grams, such as medicaid, anti-poverty pro-

jects, maternal and child health programs,

and community immunization programs, fu-

ture needs and possible programs; and the

economics of medical care for the poor.

Recommendations of the joint task force

to the Department of Health, Education and

Welfare included:—States should draw
samples to produce information on the cur-

rent utilization of each of the medical care

services offered, and their costs. The sam-

ple should provide data on how much of

these costs are borne by the medical assist-

ance program, and the amount that comes

from other sources.

Richard M. Nixon will take over as Presi-

dent pledged to oppose national compulsory

health insurance and federal control of phy-

sicians’ fees. Highlights of his position on
health care issues:

Federal Role in Medicine—The role of the

federal government in medicine should be

supportive, never dominating. It should

serve as a catalyst and supplement private

efforts only as needed.

Medicare—Although the program has been
plagued by financial and administrative

problems, it offers good potential if wisely

administered. Medicare must provide

needed services at the lowest possible cost.

The program could be endangered by a con-

tinuing escalation of costs. More effort is

needed to reduce dependence on costly hos-

pitalization through better use of extended

care facilities and increased use of outpa-

tient care. Also needed is a re-examination

of reimbursement formulas and experimen-

tation with financial incentives to assure

that the program encourages efficiency at

all levels.

Medicaid—I favor the basic philosophy of

medicaid—that of helping medical indigents

who need aid to meet medical expenses.

Unfortunately, the program has fallen short

of its expectations. . . . What is needed is

a careful reassessment of medicaid, espe-
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cially at the local level, with full profes-

sional guidance, and emphasis on advice

from physicians. There also is a need for

simplification of literature and application

forms.

National Compulsory Health Insurance—

I

oppose a national compulsory health insur-

ance program because I do not want to

lower the quality of medical care in the

United States. Also, new health programs
should be geared only to persons in need.

. . . I want to see that every individual who
needs medical care is able to get it. But I

want it to be good medical care. That’s why
I want to keep the doctors free from gov-

ernment control as much as possible and
oppose extension to a national compulsory

health insurance program for everyone.

Compulsory Areawide Health Planning—

I

oppose compulsory areawide health plan-

ning. We can’t assure communities better

health planning just by making such groups

compulsory. Areawide planning should be

left to state and local determination.

Federal Control of Physicians’ Fees—I op-

pose federal control of physicians’ fees.

Our system is an open, competitive market,

assuring an individual the prerogative of

setting a value on the services he performs.

I would be as opposed to infringing on this

right by regulation of physicians’ fees as I

would be to regulating fees charged by the

members of any other profession.

Department of Health—As President, I in-

tend to establish a Commission on Govern-

ment Reorganization to study thoroughly

ways of increasing efficiency in government

organization as well as making it more re-

sponsive to the people.

Mental Health—We must develop new
methods of treating the mentally ill. . . .

Tax Deductions for the Aged—The 100 per-

cent income tax deduction for nonreimburs-

able drug and medical expenses of those

over 65 should be restored.

Preventive Medicine—Preventive Medicine

is, in my judgment, both an opportunity and

a major challenge to medicine. . . .

Automated mass screening programs would

seem to have great possibilities even though

they are generally still in their infancy and

therefore cannot yet be gauged concerning

their effectiveness in preventing chronic

illness and reducing deaths. Information

about these programs is still inadequate to

warrant a broad federal program.

Hill-Burton Act—As demand for hospital

facilities increases, additional funds under

the Hill-Burton Act for construction and
modernization of such facilities will be re-

quired to supplement state and local efforts.

To assure the most efficient use and distri-

bution of Hill-Burton funds, a proposal for

bloc grants in this area should be consid-

ered.

Abortion Laws—Nothing should be done on

the federal level. The abortion laws should

be considered by each state, and should be

acted upon by each state, depending upon
the opinion in that state. ... I do not

think that a nationally-imposed law would
be one which would be accepted in many
parts of the country, and only when a state

—a majority of people of the state—reach a

conclusion that they want that kind of legis-

lation, as they did in Colorado and as they

may in the state of New York, should such a

law be passed or considered.

MEDICAL NEWS
IN TENNESSEE

University of Tennessee

College of Medicine

An associate professor in the Department

of Pediatrics College of Medicine, has been

named this year’s recipient of the Outstand-

ing Teacher Award at the Medical Units.

Dr. Phillip George, 36, received the 1968-69

award which carries with it $500 from the

Greater Alumni Association of the Univer-

sity of Tennessee.

Dr. George is a graduate of Cornell Uni-

versity Medical College where he received

his degree in 1956. Following completion of

his residency training at Cornell, he came to

St. Jude Children’s Research Hospital in

Memphis as a postdoctoral fellow and, sub-

sequently, as a special fellow in clinical and

cellular cancer chemotherapy. He joined

the University of Tennessee in July, 1965, as

an assistant professor and in 1968 was

promoted to associate professor. In addi-

tion to his teaching duties. Dr. George is
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also director of the Pediatric Training Pro-

gram for the City of Memphis Hospitals.

Dr. Cyrus C. Erickson, acting chairman

and professor of pathology, has received a

Distinguished Service Award from the Ten-

nessee Division of the American Cancer So-

ciety. The award is in recognition of Dr.

Erickson’s contribution to the fight against

cancer.

Dr. John D. Hughes, clinical associate

professor of medicine, has been named to

the University of Tennessee Development
Council. Made up of business and profes-

sional leaders, the council promotes gifts

and grants to U.T. to fill needs and conduct

programs which cannot be financed by the

university’s regular sources of income. Dr.

Hughes was named for a three-year term on

the Council.

Friends of Dr. O. W. Hyman, UT vice

president emeritus for the Medical Units

who died November 10, have begun a me-
morial fund in his honor. Although specific

plans for the administration and application

of the fund have not yet been determined, it

is anticipated that proceeds will finance a

loan fund for the benefit of students in all

colleges of the Medical Units, as it is felt

that this will appropriately continue Dr.

Hyman’s service to medical education.

Donations to the O. W. Hyman Memorial
Fund may be sent to Dean Roland H. Alden
of the College of Basic Medical Sciences.

Dr. Amoz I. Chernoff, director of research

at the UT memorial Research Center and

Hospital, announces a $33,360 grant to Dr.

Alan Solomon, associate professor of re-

search, and his associate. Dr. Elizabeth Ann
Rush. Awarded by the National Cancer In-

stitute, the grant will finance study of spe-

cial types of proteins found in patients with

plasma cell tumors or lymphatic malig-

nancies and hopefully will increase existing

knowledge of biochemical and physiological

properties of antibodies and provide a ra-

tional basis for treatment of patients with

different kinds of tumors. Origin and de-

velopment of kidney disease in patients

with multiple myeloma will be investigated

with respect to the function of these sub-

stances.

St. Thomas Founds Medical

Education Fund

St. Thomas Hospital has received a five-

thousand dollar research grant from Ayerst

Laboratories, the first such grant in the hos-

pital’s history. The grant in aid was made
to the newly-established St. Thomas Medi-
cal Education Fund for the retrospective

study of patients on long-term estrogen

therapy. The principal investigators are

Dr. John C. Burch and Dr. Benjamin F.

Byrd, Jr., Nashville. The Education Fund
is a non-profit corporation specifically

chartered to advance medical education and
research in the hospital.

Meharry Medical College

Plans have been announced by Meharry
Medical College to open a School of X-ray
Technology, adding to its major divisions of

the School of Medicine and the School of

Dentistry. The school, to be headed by Dr.

Gadson J. Tarleton, chairman of the De-

partment of Radiology, was established as

one of the projects under the Tennessee

Mid-South Regional Medical Program. It

provides for a two-year program, satisfying

requirements of the American College of

Radiology, and will offer approximately

thirty courses as required by the American
Medical Association.

Effective January 1st, Measles

Reportable by Individual Case

The following statement is published at

the request of the Commissioner of Public

Health, State of Tennessee:

“Measles (Rubeola) was officially made
reportable by name, address, age, sex and

race, effective January 1, 1969. With the

continued use of measles vaccine the num-
ber of cases of this disease occurring will

decrease. Reporting by individual case was
instituted because it is important to know
where pockets of this disease exist and also,

there may be shifts in the age and socio-

economic distribution of cases. The coopera-

tion of physicians in reporting this disease
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by name, address, age, sex, and race in

order that surveillance of cases may be car-

ried out will be appreciated.”

PERSONAL NEWS

Dr. A. K. Ghosh, Waynesboro, has been named
a Fellow in the American College of Surgeons.

Dr. Crawford Adams, Nashville, was a guest

speaker in Vina-del Mar, Chile for the meeting of

the 20th Annual Cardiological Society of Chile,

December 3-7. Subjects discussed by Dr. Adams
in the meeting were “Newer Aspects in Treatment
of Cardiogenic Shock,” and “Use of Beta Blocking

Agents for Cardiac Arrhythmias.”

Dr. Rudolph H. Kampmeier, professor of medi-

cine emeritus of Vanderbilt University, was made
an honorary fellow of the Royal College of Physi-

cians of Ireland in Dublin on October 19th. The
Royal College of Physicians of Ireland is one of

the oldest organizations of its kind in the world,

receiving its charter from King Charles III in

1667. Dr. Kampmeier is the sixth American ever

to be so honored by the College of Ireland.

Dr. J. Hicks Corey, Chattanooga, assumed the

presidency of the Tennessee Pediatric Society at

the organization’s recent annual meeting.

President-Elect to succeed Dr. Corey in 1969 is

Dr. Robert Jordan of Memphis. Dr. Wm. B. Wad-
lington, Nashville, was re-elected secretary-trea-

surer of the Society.

Dr. Charles C. Trabue, IV, Nashville, has been

named Nashville area coordinator for the Tennes-

see Mid-South Regional Medical Program. The
position is one of five created in the Tennessee

area to improve the regional medical program. In

addition to Nashville, an area coordinator will be

active in Chattanooga, Knoxville, the Tri-Cities

area and Hopkinsville, Kentucky. As a regional

medical program administrator, Dr. Trabue will

help establish information channels to health pro-

fessionals in the Nashville area, stimulate compe-
tent people to propose worthwhile projects and

give guidance to sponsors of grant applications.

Dr. James B. Havron and Viston Taylor, Jr.,

South Pittsburg, and Dr. James Ray McKinney,

Greeneville, have been re-elected to active mem-
bership in the American Academy of General

Practice.

Dr. Edwin W. Cocke, Jr., Memphis, was named
Pi'esident of the Tennessee Division of the Ameri-
can Cancer Society during the organization’s an-

nual meeting in October.

Dr. Gene Caldwell, Oak Ridge, has been se-

lected by the American Academy of Pediatrics to

serve as a Head Start consultant in Tennessee.

Approximately 525 physician consultants were se-

lected from the membership of the AAP to evalu-

ate the medical aspects of the Head Start program
in nearly 2,000 U.S. communities.

Dr. James R. Royal, Chattanooga, assumed the

Presidency of the Tennessee Academy of General
Practice during the Academy’s annual meeting in

November. Dr. O. M. McCallum, Henderson, was
named Preident-Elect; Dr. Arch Y. Smith, Chatta-

nooga, Vice-President; Dr. Grace Moulder, Shel-

byville. Scientific Editor, and Dr. John S. Derry-
berry, Shelbyville, was re-elected Secretary-Trea-

surer. Dr. Thomas Johnson, Dyersburg, was cho-

sen by the Academy as Tennessee’s General Prac-
titioner of the Year.

Dr. Mildred Stahlman, associate professor of

pediatrics and director of the newborn nursery at

Vanderbilt University School of Medicine, was a

guest lecturer at the Eighth Annual Congress of

the South African Pediatric Association.

BOOK REVIEW

LABORATORY MANUAL OF PEDIATRIC MI-
CRO-BIOCHEMICAL TECHNIQUES. Fourth
Edition. By Donough O’Brien, M.D., Professor

of Pediatrics; Frank A. Ihbott, Ph.D., Asst. Pro-

fessor and Director of Pediatric Laboratories,

and Denis O. Rodgerson, M.S., Instructor and
Assistant Director of Pediatric Laboratories, all

of the University of Colorado School of Medi-
cine, 367 pages. Harper Row, New York. 1968.

There is a growing need for micro-methodology
in clinical chemistry. This is of course especially

true in pediatrics, but the increased demand for a

large number of tests makes microchemistry just

as important in adult medicine. Any compilation

of practically usable micromethods is therefore

welcome. There is, however, little magical about

the designation “micro.” The amount of blood re-

quired for classical methodology was arrived at

often arbitrarily; a number of classical methods
have always been micro-methodology by present

concepts. It is therefore not surprising that a

number of the books compiling micromethods
have made arbitrary judgments of which method
to include and which to omit.

The present book is in its fourth edition and
represents one of the more inclusive compilation

of methods. Because of its rather exhaustive cov-

erage of micromethods it includes methods which
are not usually performed in pediatrics, but more
limited to adult medicine; the specific examples of

urinary Bence Jones proteins or serum bromide
may be cited. This only means that the reference

in the title “pediatric microbiochemical tech-

niques” is misleading and does not mean to de-

tract from the usefulness as a laboratory manual.

The all-inclusiveness does result in reference to

methods and disorders which are of such rarity

that a routine clinical laboratory could not afford

to maintain the method in its armamentarium un-

less a pilot laboratory were available. This in-

cludes references to such enzyme tests as a deter-
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mination of triose-phosphate-isomerase in red

cells. While congenital nonspherocytic hemolytic

anemias are indeed more frequently found, many
enzymopathies are still rare and their detection

hardly constitute what is stated in the preface as

“the methods represent those that are most likely

to be demanded in a comprehensive children’s

service.”

It is, however, precisely the above objections to

the announced title and scope which make the

book generally useful as a manual of micrometho-

dology of sufficient breadth to constitute a short-

cut to the search of the literature for the finding

of a specific, often less frequently used determina-

tion. Not every method chosen in the book would
be the one in general use at other laboratories but

their use at the laboratory of the authors guaran-

tees a tested method.

The arrangement of the material is straightfor-

ward and directly usable in the laboratory by
technicians.

ANNOUNCEMENTS

Calendar of Meetings, 1969

April 10-12

State

Tennessee Medical Association

Jan. 18-23

Annual Meeting, Civic Audito-

rium, Gatlinburg

National

American Academy of Ortho-

Jan. 26-29

paedic Surgeons, Americana
Hotel New York
Society of Thoracic Surgeons,

Jan. 31-Feb. 2

Hilton Inn, San Diego, Calif.

Southern Radiological Confer-

Feb. 18-22

ence (13th Annual), Grand
Hotel, Point Clear, Alabama
American College of Radiology,

Feb. 23-26

Regency Hyatt House, Atlanta

Atlanta Graduate Medical As-

Feb. 25-March 1

sembly, Regency Hyatt House,

Atlanta

American College of Surgeons,

Feb. 26-March 2

Puerto Rico Chapter, San Juan,

PR.
American College of Cardiol-

March 7-13

ogy, New York Hilton, New
York
American Association of Path-

March 10-13

ologists and Bacteriologists,

San Francisco Hilton, San

Francisco

New Orleans Graduate Medical

March 15-19

Assembly, Roosevelt Hotel,

New Orleans

American Academy of Allergy,

March 23-24

Americana, Bal Harbour, Fla.

American Laryngological Asso-

March 25-27

March 27-29

March 28-29

March 31-April 2

April 13-17

April 17-22

April 18-20

April 20-25

April 21-23

April 28-May 1

April 30-May 1

April 30-May 2

elation, Roosevelt Hotel, New
Orleans

American Laryngological, Rhi-

nological and Otological Society,

Roosevelt Hotel, New Orleans

Southern Society of Anesthe-

siologists, Marriot Motor Hotel,

Atlanta, Ga.

American Otological Society,

Roosevelt Hotel, New Orleans

American Association for

Thoracic Surgery, Fairmont
Hotel, San Francisco

American Association of Neu-
rological Surgeons, Sheraton

Cleveland Hotel, Cleveland

American Dermatological As-

sociation, Marriott’s Camelback
Inn, Scottsdale, Arizona

American Society of Internal

Medicine, Palmer House, Chi-

cago

American College of Physi-

cians, Conrad Hilton, Chicago

American Academy of Pediat-

rics, (Boston Children’s Hospi-

tal Centennial), Boston

American College of Obstetri-

cians and Gynecologists, The
Americana, Bal Harbour, Flor-

ida

American Pediatric Society,

Traymore Hotel, Atlantic City,

N.J.

American Surgical Association,

Netherland-Hilton Hotel, Cin-

cinnati

St. Jude Children's Research Hospital

St. Jude Children’s Research Hospital an-

nounces the establishment of a Retinoblastoma

Clinic for the diagnosis and treatment of tumors

and other diseases of the retina in children. For

further information write Charles B. Pratt, M.D.,

or David Meyer, M.D., St. Jude Children’s Hospi-

tal, 332 No. Lauderdale, Memphis, 38101.

Annual Clinical Meeting of the

American College of Obstetricians

and Gynecologists

The 17th annual clinical meeting of the Ameri-

can College of Obstetricians and Gynecologists

will be held at the Americana Hotel in Bal Har-

bour, Florida, April 28-May 1. Twelve postgrad-

uate courses will be conducted immediately prior

to the meeting on April 26-27.

Both the clinical meeting and the postgraduate

courses are open to all physicians regardless of

specialty and the College invites them to attend.

Registration fee for physicians who are not mem-
bers of the College is $50 for the clinical meeting

and $45 for the postgraduate courses.
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During the meeting virtually every major ob-
stetric-gynecologic topic will receive attention via

formal papers, colloquia, panel discussions, corre-

lated seminars, luncheon and breakfast confer-

ences, and reports on current investigations. In

addition there will be a showing of new motion
pictures pertaining to the specialty as well as 250

scientific and industrial exhibits. Some 500 na-
tionally eminent physicians, most of whom are

Fellows of the College, will present the program.
Approximately 3,000 physicians are expected to

attend the meeting.

For complete information about the meeting
and/or postgraduate courses, physicians should

contact the Meeting Services Department of the

College, 79 West Monroe, Chicago, Illinois 60603.

National Conference on Breast Cancer

A National Conference on Breast Cancer will be
held at the Shoreham Hotel in Washington, D.C.

on May 8-10, 1969. A multidisciplinary review of

the breast cancer problem in the United States

will be presented including epidemiology, etiology,

detection, diagnosis, management and control

measures. Disappointing as well as successful ap-

proaches in combatting the disease will be dis-

cussed in an effort to identify possible directions

for future progress.

For further information: Roald N. Grant, M.D.,

National Conference on Breast Cancer, American
Cancer Society, 219 East 42nd Street, New York,

New York, 10017.

^ ^ ^

HIGHLAND HOSPITAL
Asheville, North Carolina

Founded 1904

A DIVISION OF THE DEPARTMENT OF PSYCHIATRY OF
DUKE UNIVERSITY

Accredited by the Joint Commission on Accreditation and Certified for Medicare

Complete facilities for evaluation and intensive treatment of psvchiatric patients, including individ-

ual psychotherapy, group therapy, psychodrama, electro-convulsive therapy, Indoklon convulsive therT

apy, drugs, social service work with families, family therapy, and an extensive and well organized

activities program, including occupational therapy, art therapy, athletic activities and games, recre-

ational activities and outings. The treatment program of each patient is carefully supervised in order

that the therapeutic needs of each patient may be realized.

High school facilities for a limited number of approjDiiate patients are now available on grounds.

The School Program is fully integrated into the hospital treatment program and is accredited through
the .\sheville School System.

Complete modern facilities with 85 acres of landscaped and wooded grounds in the City of Asheville.

Brochures and information on financial arrangements available

Contact: Mrs. Elizabeth Harkins, ACSW, Coordinator of Admissions

or

Charles W. Neville, Jr., M.D.

Assistant Professor of Psychiatry and Medical Director

Area Code 704-253-2761
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down presents
no problem
Even though rauwolfia-thiazides have
failed to give control, chances are her

hypertension will respond to Esimil.

It offers the potency of guanethidine

tempered with hydrochlorothiazide.

He’s coming down
uneventfully
The addition of hydrochlorothiazide

makes guanethidine easier to handle,

hypertension easier to control. Doses of

components are smaller than would be

needed if either component were used

alone. Side effects are often minimized.
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T M A THE VIEWING BOX
Continuing Education:

Option or Obligation?*

Some 200,000 physicians participate each

year in programs of continuing medical ed-

ucation, says the AMA News. The figure is

impressive. But at last count there were
294,072 active physicians in the country. So
as many as one third may risk falling be-

hind the times.

One attempt to encourage doctors to keep

up has been started by the California Medi-

cal Association. In July, two of its commit-

tee chairmen sent a letter to all hospital

chiefs of staff in the state suggesting that

“members of hospital medical staffs submit,

on an annual basis, a listing of their activi-

ties in the field of continuing medical edu-

cation as a requirement for hospital staff

appointment.” They could include “attend-

ance at local, regional, or national scientific

meetings, postgraduate courses, television

conferences, grand rounds,” membership in

journal clubs, or other organized programs.

The listing would be “for information

only,” says the letter, which is signed by Dr.

Bert L. Halter, chairman of the Medical

Staff Survey Committee, and Dr. Donald W.
Petit, chairman of the Committee on Con-

tinuing Medical Education. But a logical

next step would be to conclude that if the

listing were required, so would adequate at-

tendance at educational meetings. At the

very least, a physician who listed a minimal

number of educational efforts and whose

performance showed up badly in medical or

surgical audits might be told he needed

some refresher courses.

The letter has brought a very encourag-

ing response, according to Margaret H. Grif-

fith, CMA associate director of scientific ac-

tivities. A spot check of hospitals in the

state shows that some are taking a wait-

and-see attitude: they will go along if most

of the others do. Others have asked to

have a cma representative attend a staff

meeting to discuss the recommendation.

But about one tenth of the state’s 680 ap-

*From Hospital Practice, October 1968.

proved hospitals have already decided to

implement the recommendation. A ques-

tionnaire on continuing education will be

sent to every staff member of White Memo-
rial Medical Center in Los Angeles, says Dr.

George K. Kambara, chief of staff. He
points out that Loma Linda University

School of Medicine, with which White Me-
morial is affiliated, already asks for such in-

formation. And “most of the physicians are

on the staff because of their interest in

teaching.” So the new move may not make
as much change in their educational efforts

as it would at a nonaffiliated hospital.

One such is Hahnemann Hospital in San
Francisco, whose administrator, Thomas P.

Langdon, says the staff has agreed to re-

quire the listings because “nobody can

argue with the fact that physicians should

continue their education.” But he adds that

the hospital would get legal advice before

making continuing education a condition

for staff reappointment. “Not many doctors

fight when they aren’t reappointed, but

every time anyone does take it to court, he

wins. The courts have said you can’t keep a

man off the staff because he doesn’t belong

to the medical society or because he doesn’t

have insurance. They would probably say

the same about a continuing education re-

quirement.”

While it remains to be seen whether the

CMA recommendation will catch on, it stands

as one of the latest in a growing num-
ber of attempts to urge or compel doc-

tors to keep up. No longer, apparently, is it

enough to say that most doctors are consci-

entious and that the hospital and the medi-

cal society provide educational programs

and stand ready to clamp down on the rare

physician who falls so far behind that he

endangers patients. What about the iso-

lated G p, the doctor in the ghetto, the

owner of a proprietary hospital, or the man
with an office-only practice? These are

among some of the physicians who do not

always receive scrutiny by their peers or

the educational opportunities that promote

good medical practice.
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Furthermore, some supposed safeguards

may be more apparent than real. Dr, Rob-

ert C. Derbyshire, secretary of the New
Mexico State Board of Medical Examiners,

wrote in JAMA in 1965 that “the constitu-

tion and bylaws of 38 state medical societies

do not specify that disciplinary action can

be taken against a member for incompe-

tence.” And the state board may not be able

to take away his license, because “the laws

of only 18 states specifically provide for dis-

ciplinary action because of physical or pro-

fessional incompetence.”

Though no advocate of periodic reexami-

nation and relicensure. Dr. Derbyshire be-

lieves that these may come. It is perhaps to

forestall such requirements by the govern-

ment that medical agencies are more and

more nudging or pushing doctors to keep

up. As Drs. Halter and Petit of California

wrote in their letter concerning the listing

of continuing education efforts, “Many
leaders in medicine believe this procedure

will demonstrate to all the sincere interest

of physicians in continuing medical educa-

tion. This voluntary effort is a logical ex-

tension of the philosophy of our profession,

and proof that outside regulations or laws

are not necessary,”

Such a voluntary effort has of course

been a mainstay of the American Academy
of General Practice, which proudly claims

to have done more than any other profes-

sional society to make sure that its mem-
bers are not found wanting in postgraduate

education. Weighing many of them in the

balance may become part of the program,

too, if the nascent American Board of Fam-
ily Practice is able to carry out its plan to

require reevaluations every six years. This

plan, says Anne Somers, research associate,

industrial relations section, Princeton Uni-

versity, “could be a very significant step,”

and because of it “the concept of periodic

reexamination and relicensing has taken a

new lease on life.” Should the family prac-

tice board not be established. Dr. J. Blair

Pace, a member of the a a g p Commission

on Education, wants the already prepared

first board examination to be given to all a

AGP members as a gigantic educational and

research project designed to show whether

or not the academy’s postgraduate educa-

tion requirement has been effective (Hospi-

tal Practice,, June)

.

The claim has been made that the family

practice examination goes further than

most in testing clinical competence. Thus

it may answer the criticisms of reexamina-

tions raised by such educators as Dr, Wil-

liam N. Hubbard Jr., dean of the University

of Michigan Medical School. As he told the

Federation of State Medical Boards last

year, “Reexaminations of practicing physi-

cians could give artificial reassurance.

Passing an essentially factual examination

means only that the raw materials for ra-

tional professional practice are present. It

does not measure the quality or the actual

value of the physician’s efforts. ... If we
are to relate continuing education to the re-

valuation of the physician, we must do it in

terms of its effect on the physician’s contri-

bution to the health of the patient rather

than its effect on an examination of the

physician’s store of facts and skills.”

Dr. Hubbard does favor self-assessment

tests that show up “an apparent deficit of

knowledge” which should be corrected by

reading or other means. One such test now
available is the Core Content Review

worked out by the Ohio and Connecticut

chapters of the a a G p. Reporting on the

first results, Ohio G p Andreas S. Ahbel says,

“Many of our members who have been

skeptical about it are now very enthusiastic

about this program and are asking for a

continuation in one form or another. I am
sure that this program is going to expand,

and I predict that it will expand to the spe-

cialties.”

Another well-publicized self-assessment

test is that offered by the American College

of Physicians at a cost of $15 for members,

$25 for nonmembers. “It’s the biggest bar-

gain going today in medial education,” says

Dr. Lawrence F. Staples, director of medi-

cal education of Iowa Methodist Hospital,

Des Moines. “I took it because I wanted to

see how well my attendance at meetings

and reading of journals had kept me up to

date. But if someone were going to force

me to take such a test, I would feel in-

sulted.”

Dr. Staples believes that tissue, records,

and other staff committees in a good hospi-
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tal do an excellent job of quality control on
the treatment of in-patients. But, he
concedes, “quality control on outpatient

care is another, more difficult problem.

Perhaps required attendance at certain

types of conferences yearly is a way of im-

proving such care.”

The Oregon Medical Association has

moved in this direction with its new plan to

require members to meet minimum stan-

dards for continuing education. The plan

was approved in principle by the o m a
House of Delegates this summer, but the ac-

tual standards have yet to be spelled out

and approved. Probably they will require

o M A members to turn in regular reports on

their efforts in continuing education and

submit to audits and evaluation of their

performance by their peers. The medical

society plans first to warn delinquet mem-
bers, then put them on probation, and as a

last resort expel them.

Some of New York’s g p’s are undergoing

pressure of a different sort. The state’s

Medicaid law requires participating physi-

cians to do some annual refresher work un-

less they are members of the a a g p, board

certified or board eligible, or meet certain

other requirements. Hospital education

directors in the state have recently had

phone calls from Albany asking them to

keep attendance records at postgraduate

seminars.

While the New York doctors will get rec-

ognition in the form of Medicaid checks,

physicians all over the country who take

specified kinds and amounts of continuing

education may soon have their efforts sig-

naled by a certificate or award from the a m
A. The House of Delegates authorized such

recognition in June, in what JAMA calls

“one of the most significant actions in re-

cent years.” The requirements and the type

of recognition are now being spelled out and

will be submitted to the house at the winter

meeting in Miami. The program may go

into effect sometime next year.

Perhaps it will be similar to a plan out-

lined in California Medicine last year by

Dr. John B. Dillon, professor of surgery and

anesthesiology, u c l a School of Medicine:

“Let us assume that the American College

of Physicians sets up so many credit hours

to be acquired by Dr, Jones. Dr. Jones dur-

ing the calendar year of 1970 fulfills these

requirements and submits evidence to the

[College] that he has indeed complied with

the requirements for continued member-
ship. The college then submits to Dr. Jones

a little card or sticker which could be ap-

plied to his certificate of membership, indi-

cating that he has fulfilled his 1970-71 re-

quirements and is in good standing. In ad-

dition, the college or Dr. Jones submits to

the State Board of Medical Examiners a

copy of his recertification or updating

stamp. The board, in turn, issues to Dr.

Jones another small seal to be applied to his

license. This indicates that Dr. Jones has

updated his medical knowledge to the year

in question. It would be required of all

physicians licensed in such a state to dis-

play their licenses ... in a place which is

prominent and easily seen. . . .

“It does not take a great deal of imagina-

tion to come to the conclusion that over a

period of a very few years this evidence of

continued education on the license and on

the college membership would be very well

recognized and noted by all patients enter-

ing any physician’s office.”

This proposal evades the difficulty inher-

ent in any suggestion to reexamine physi-

cians periodically before renewing their li-

censes: Licensure examinations now are

geared to broad competence in unspecial-

ized practice, and it would be obviously im-

practical to ask a pediatric allergist or a he-

matologist to pass such an examination 20

years after residency. But Dr. Arthur W.
Wright, a former member of the New York
State board, believes that some sort of re-

quirement for postgraduate education ought

to be included in state medical practice acts.

There would be resistance to reexamina-

tion, he says, but this may be “the only way
to determine whether individuals are keep-

ing abreast.” Dr. Andrew M, Gehret of the

Delaware Board of Examiners also thinks

relicensure would be a good idea, though as

things are at present “you couldn’t get away
with it.”

On the other hand. Dr. Vernon W. Lip-

pard, dean emeritus of Yale University

School of Medicine, told the National Board

of Medical Examiners this year that “the
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system of examination and licensure should

provide for periodic reexamination of com-

petence, preferably in conjunction with a

program of continuing education of the

practicing physician. An examination

every five years taken at the end of a

three-month leave devoted to concentrated

study at a postgraduate medical school or

hospital should not be too painful.”

Dr. Derbyshire favors a narrower plan of

selective reexamination: “If a physician’s

license has been suspended, obviously he

will be unable to practice medicine for from

a month to two years or more, depending

upon his sentence. His enforced period of

medical inactivity will certainly impair his

ability to practice medicine and in all too

short a time he will find himself an obsoles-

cent doctor.

“Disciplinary problems alone do not re-

move physicians from clinical practice.

Consider the general practitioner who de-

cides to go into public health or who accepts

an administrative position. If, years later,

he decides to return to clinical practice, he

is soon impressed with the truth of the

statement that the half life of medical

knowledge is only five years.

“Reexamination is essential for recertifi-

cation in the case of the medical absentee.

To my dismay I recently learned that the

medical practice laws of many states, in-

cluding my own, make no provision for

this.”

The statement no longer applies to Ohio,

which recently passed a law giving its state

board authority to require an oral or writ-

ten examination, or both, of a doctor whose
license has been suspended or inactive for

more than two years.

California law has similar provisions, and

also specifies an oral examination for appli-

cants for licensure by reciprocity who have

been out of school more than five years.

Whether or not a plan for reexamination

of all physicians would be practical, “the

public rightly demands that judgments be

made of the physician’s clinical competence,

character, physical and mental health, and

dedication,” Dr. Melvin W. Breese, chair-

man of the Oregon Medical Association’s

Council on Medical Education, told the Fed-

eration of State Medical Boards in 1967.

And the public is demanding increasingly

“that these judgments not be made at just

one point in time but often enough through-

out the professional life of a licentiate to in-

sure the highest standards of care possible.”

Such a demand is reflected in the recent

recommendation of the National Advisory

Commission on Health Manpower that

“professional societies and state govern-

ments should explore the possibility of peri-

odic relicensing of physicians and other

health professionals. Relicensure should be

granted either upon certification of accepta-

ble performance in continuing education

programs or upon the basis of challenge ex-

aminations in the practitioner’s specialty.”

Dr. Russell A. Nelson, president of Johns

Hopkins Hospital and a member of the com-
mission, outlines some of the thinking be-

hind the recommendation: “In both basic li-

censure and specialist qualification, the in-

dividual should have either a periodic test-

ing of his capacity by examination or obser-

vation by his peers, or he should be absolved

from it by complying with a continuing ed-

ucation requirement like that of the A a G p.

Putting such a system into effect nationwide

would be difficult, and even under the best

circumstances it would take a long time. In

requiring relicensure, an obvious problem is

that you are striking at the heart of a man’s

ability to earn a living. Improperly done, it

would cause great personal injury; it would
be unfair to break the contract of society

with the individual that is implicit in grant-

ing him a license which now is supposedly

good for his professional lifetime unless he

gets in trouble.” Instead of imposing reex-

amination requirements that some men
could not meet because of their present iso-

lation, it would be better to obtain hospital

appointments for them or urge them to take

posts where they could work under supervi-

sion. Either way. Dr. Nelson believes, they

would almost certainly respond to the new
environment and show improvement.

But, he continues, “just as many areas of

the country have started with the first

grade in integrating their schools, so medi-

cine could let the new doctors know that

they will be required to keep up. And
older practitioners, too, could be offered a

financial incentive. By complying with the
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continuing education requirements or pass-

ing reexaminations, they could earn ad-

vanced standing, like moving up in the

armed forces, and become logically entitled

to charge higher fees as their ranking ad-

vanced.”

The A M A Interspecialty Committee,
Council on Medical Education, and Board of

Trustees Committee on Medical Education

are now considering the health manpower
commission’s recommendation. Any at-

tempt to put such a plan into effect is bound

to stir up debate and dissension. But the

profession might do well to heed a noted ed-

ucator who has a long record of making
predictions that have later come true. Says

Dr. Ward Darley, former executive director

of the Association of American Medical Col-

leges, “Unless the total profession shows

more active concern for its own self-re-

newal, the questions of relicensure and re-

certification will change from handwriting

on the wall to reality much sooner than

most of us think.”

* *

A Symbol
to Support . • •

American Medical

Association — Education

and Research Foundation

535 N. Dearborn St., Chicago 10, III.

Associate Medical Director, Full-Time,

Interested in Preventive Medicine for a

Plant of a Large Corporation Located in

Winston-Salem, North Carolina, With
5,000 Shop and Office Workers. Gen-
eralist, Internal Medicine or Occupational

Health Background Preferred. Desirable

Age 30 to 45. Salary Commensurate
With Experience. Write Box W., Ten-

nessee Medical Association.

WANTED

Full Time industrial physicians for perma-

nent employment in DuPont Company

plants in various states. Career positions.

Excellent opportunity. General practi-

tioners preferred. Salary open. Immedi-

ate openings. An equal opportunity em-

ployer—male/female. Call collect or write

to: C. A. D'Alonzo, M.D., Medical Di-

rector, E. I. DuPont De Nemours & Com-

pany, I 1400 Nemours Building, Wilming-

ton, Delaware 19898, (302) 774-6234.”
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GENERAL
PRACTITIONER

Fourth general practitioner needed by

mixed generalist-specialist group in West

Virginia college community with fine resi-

dential areas. Challenging opportunity

to work in superb new facilities with

Board-certified specialists, close to Uni-

versity medical center. Excellent salary,

insurance, fringe benefits. Mail resume.

For immediate long distance contact:

FAIRMONT CLINIC

P. O. Box I I 12

Fairmont, W. Va. 26554

PSYCHIATRIC RESIDENCIES

FOR G.P/s

NIMH residency training in approved
three year program. Stipend $12,000
plus fringe benefits. Applicants must
have completed four years or more of

practice in field of medicine other than

psychiatry after an approved intern-

ship. Applicants should not be over

45.

Address inquiries to:

Chairman
Department of Psychiatry

Medical College of Virginia

Richmond, Virginia 23219

Include curriculum vitae and recent

photograph.
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1968 MEMBERS OF THE TENNESSEE MEDICAL ASSOCIATION
An alphabetical listing of members of The Tennessee Medical Association by County Medical Society is published
as a service to the membership. The various membership categories are noted by special symbols. * denotes Vet-

eran Status; t denotes Post-Graduate Status; t denotes Military Status.

BEDFORD COUNTY
MEDICAL SOCIETY

Shelbyville

‘Benjamin L. Burdett
W. L. Chambers
•Vlbert L. Cooper
John S. Derryberry
Alfred H. Farrar
Faylor Farrar
.Joseph H. Feldhaus
Sue W. Jolinson
C.race E. Moulder
•Thomas R. Ray
Earl Rich
Aubrey T. Richards
B. Carl Rogers
C. T. Stublilefield

Sara AVomacJc

Wartrace

•Maurice L. Connell

BENTON-HUMPHREYS
MEDICAL SOCIETY

Camden
W. H. Blackburn
K. I. Bourne, Jr.

Joe S. Butterworth
Richard R. Jost

John H. Overall, Jr.

Waverly

Hiram C. Capps
.Autry C. Emmert
James J. Lawson
N. De Araujo Lima
Wallace J. McClure
Dorris A. Sanders
Joseph \V. Stephens
Arthur W. Walker

BLOUNT COUNTY
MEDICAL SOCIETY

Alcoa

O. K. Agee
J. S. Henderson, Jr.

D. L. LeQuire

Louisville

Beulah Kittrell

Maryville

Billy H. Blanks
.John H. Bowen
•Keubel A. Bryant
H. A. Callaway, Jr.
James .M. Callaway
.j. W. Christofferson
Mary D. Cragan
Clay Crowder
William C. Crowder
AV. W. Crowder
Lynn F. Curtis
William E. Elliott

Ted L. Flickinger
R. H. Haralson, Jr.
C. N. Hatfield
James T. Holder
Cecil B. Howard
Homer L. Isbell

Elgin P. Kintner
Sam S. Lambeth
Roy \V. Laughmiller
Julian C. Lentz
Frank S. Lovingood
John F. Manning
Kenneth Marmon
Gordon McCall
David L. McCroskey
N. A. McKinnon, Jr.
James H. Millard
Luther Q. Myers
Robert D. Mynatt
Jack Phelan
.James N. Proffitt
Robert D. Proffitt
Bainard P. Ramsey
O. L. Simpson, Jr.
Jack T. Snapp
H. T. A'andergriff
Lowell E. Vinsant

J. .A. A'arborough

Rockford
Robert F. Leyen

BRADLEY COUNTY
MEDICAL SOCIETY

Cleveland

Robert L. Allen
John M. Appling
.Marviti R. Batchelor
Chalmer Chastain
Robert H. Cofer
Jack R. Free
U'illiam A. Garrott
Keith Hester

•C. S. Heron
C. Richard Htighes
Ivan C. Humphries
Frank K. Jones
Cecil H. Kimball
C. .A. Kyle, Jr.

James C. Lowe
Joseph McCoin
Hayes Mitchell
Joseph E. Monger
E. Harris Pierce
William Proffitt

John A. Rogness
AV'^illiam R. Smith
W. C. Stanbery
S. J. Sullivan
Clatid H. Taylor
James R. Thurman
Madison S. Trewhitt
James R. A'an Arsdall
Gilbert A. A'arnell

Ducktown

William R. Lee

CAMPBELL COUNTY
MEDICAL SOCIETY

Harrogate

George L. Day
Roy C. Ellis

Jellico

Charles A. Prater

LaFollelte

J. D. Crutchfield
M. L. Davis
Paul J. O’Brien
John C. Pryse
Roscoe C. Pryse
L. J. Seargeant
Btirgin H. AVood

New Tazewell

AA illiam N. Smith

CHATTANOOGA-
HAMILTON COUNTY
MEDICAL SOCIETY

Chattanooga

Jerome H. .Abramson
Chester G. .Adams
J. E. Adams, Jr.

.iohn AAL Adams, Jr.
AV’illiam P. .Aiken

J. T. Albrttton
Billy Jason .Allen

Charles H. Alper
*E. R. .Anderson
Harry S. Anderson
J. J. .Armstrong
Ira Lee .Arnold
Stewart H. .Auerbach
.A. Merton Baker, Jr.
Robert E. Baldwin
Fred B. Ballard, Jr.

AA’. .A. Banks
G. E. Beckmann, Jr.

E. E. Besemann
Samuel S. Binder
AA\ R. Bishop
R. AA^ Boatwright
Lonnie Roy Boaz, Jr.
Robert James Boehm
AA’alter E. Boehm

Harry A^anzandt Bork
AVilliam D. Brackett
Frank S. Brannen
R. AV. Breytspraak

•Louis P. Brooks
Neil Charles Brown
R. L. Brown
E. F. Buchner, III

.Arch H. Bullard
John Arthur Burke
Thomas L. Buttram
AV. R. Buttram, Jr.
E. R. Campbell, Jr.
Don Allen Cannon
G. M. Cannon
Maurice A. Canon
Everett E. Carrier
John Paul Carter
Ilennett AA^ Caughran
Douglas Chamberlain
James S. Cheatham
Edwin F. Chobot, Jr.
C. Robert Clark
R. B. Clark, III
Oscar H. Clements
R. C. Coddington

•John L. Cooley
.J. H. Corey, Jr.
Dennis Murl Cornett
George Edwin Cox
Thomas Ringo Cox
James Lynn Craig
.John M. Crowell
Tolbert C. Crotvell
Doyle E. Currey

•Joe Tom Currey
Thomas H. Curtis
James AVilson Davis
Jimmy B. Davis
Robert C. Demos
O. M. Derryberry
P. L. DeR niter

Joseph James Dodds
R. B. Donaldson
AV. C. Dowell
James Robert Drake
Stanley J. Dressier
P. .M. DuA'^oisin
AA’illiam K. Dwyer

•.Albert E. Ebert
Ronald Edward Eith
Bruce A. Elrod
John Thomas Evans
R. E. Eyssen
James R. Fancher
G. AA^ Farris
R. A^ Fletcher

J. M. Foley
.Augustus C. Ford
N. G. Forlidas
AA’. R. Fowler

yDaniel H. Framin
Guy M. Francis
John Marsh Frere
A. H. Frye, Jr.
Orville Carlos Gass
Donald Baker Gibson
George Clive Gibson
Robert H. Giles, Jr.
Edwin AA'ayne Gilley
David Hyde Glenn
•Dean AA^ Golley
.A1 AA^ Gothard
Frank B. Graham, III

Joseph AV. Graves
AA'illiam R. Green

•Oscar Doyle Groshart
B. F. Grotts
T. .A. Grubbs, Jr.
Francis R. Hackney
R. B. Hagood, Jr.
David Parks Flail

Dorothy A^. Hammett
John C. Hampton
Herschel B. Harris
Elliott F. Harrison
Carl .A. Hartung
Charles AAL Hawkins
I’aul E. Hawkins
James Martin Hays
Thomas E. Hayes
James R. Headrick

t.james AA’. Hedden
R. S. Hellmann
H. B. Henning
John AVilliam Henry

AVarren B. Henry
G. K. Henshall, Jr.

H. B. Heywood, III

Homer David Hickey
J. M. Higgason
J. M. Higginbotham
R. G. Hofmeister
P. B. Holliday, Jr.

Benton B. Holt, Jr.

Charles M. Hooper
R. .A. Hoppe
Donald Ross Hornsby
AA^ P. Hutcherson
D. Isbell

Dewitt B. James
E. G. Johnson
J. Paul Johnson, Jr.
James Paul Johnson
J. AV. Johnson, Jr.
Gerald Isom Jones
Harry E. Jones
David Bernard Karr
C. D. Kennedy
J. J. Killeffer

C. AA'. Kimsey
AA’arren H. Kimsey
Clyde Roy Kirk
Durwood L. Kirk
G. H. Kistler
D. K. Kitchen
.Alicliael Kosanovich
R. M. Landry
F. D. Lansford, Jr.

•Chester L. Lassiter
L. H. Lassiter

J. V. Lavecchia, Jr.

H. M. Latvrence, Jr.
Stewart Lawwill, Jr.

AA’illis Edward Lemon
E. C. Lineberger
P. H. Livingston
•Harold D. Long
Ira Morris Long
Robert E. Mabe
AA'. B. MacGuire, Jr.
D. A’. MacNaughton,

Jr.

Tim Joseph Manson
•AV. H. March
•S. S. Marchbanks
C. B. Marsh
Frederick E. Marsh

•Harold J. Mc.Alistcr

Cooper H. McCall
David P. McCallie
.Augustus McCravey
Martha AA^ McDonald
Preston C. McDow
George R. McElroy
Edel E. McIntosh
lames E. McKinney
H. G. Miles
Robert T. Miller
George '.A. Mitchell
Thomas C. Monroe
T. F. Mullady, III

Ray B. Murphey, Jr.

Oscar Beryl Murray
R. Smith Murray
R. AA’. Myers
Fujie Nakamura
Marvin Myer Nathan
Merrill F. Nelson
Cecil E. Newell
E. T. Newell, Jr.

Robert L. Nichols
Paul A^. Nolan
N. B. Norris, Jr.

Barry Parker Norton
Robert N. Osmundsen
AA’. C. Pallas

•.Ashby M. Patterson
Robert L. Patterson
Ernest AAdiite Patton
Martin .Allen Perez

Millard Foy Perrin

AA’. .A. Peterson, Jr.

AV’esley Petty

AV. H. Price

M. C. Pruitt

AA’alter Puckett, III

Jesse O. Quillian

Joe .Anne Quillian

Maurice S. Rawlings

Charles Jackson Ray
C. AA^ Reavis
AV. D. L. Record
E. E. Reisman, Jr.

J. E. Reynolds
J. R. Reynolds
^Alexander Rhoten
Deloris E. Rissling
Albert Dee Roberts
G. M. Roberts, Jr.
Robert C. Robertson
A. P. Rogers
AA'illiam Edw'ard Rowe
James R. Royal
bon Jere Russell
Benjamin G. Santos
H. A. Schwartz
Edgar L. Scott, Jr.
Clarence Shaw
George W. Shelton
AA’. J. Sheridan
Edwin H. Shuck, Jr.
A'ivion E. Shull
Harold G. Sibold
George Lete Sivils

F. J. Smiley
M. J. Smith, Jr.

S. P. Smith
P. C. Sottong
R. T. Spalding
James H. Spaulding
Eleanor Stafford
R. E. Stappenbeck
Harold Jones Starr
AV. H. Steele, Jr.
•AA’illard Steele, Sr.

AV. A. Stem
AV. G. Stephenson
Joseph H. Stickley
Harry Alfred Stone
AA'. li. Stoneburner
J. E. Strickland, Jr.

Mary E. Stroud
C. L. Suggs, Jr.
Robert O. Summer
Nat H. Swann, Jr.

Charles Ray Sw'ift

Myron J. Szczukowski
George N. Taylor
Bernard Tepper
Jack Tepper
M. O. Tepper
Guy K. Terrell

•Charles R. Thomas
Paul C. Thompson
Robert C. Thompson
D. H. Turner
A. Steven Ulin
Louis Ulin
M. R. A'ance
AA'. E. A'anOrder
Roger Gordon Vieth
Giis John A'lasis

C. H. A'on Cannon
M. Von AA'erssowetz

O. F. A'on AA'erssowetz

Harry Lee AA'alton

R. A. AA'aters

AA'. AA’eathers, Jr.

L. S. AA’hitaker, Jr.

•G. A'ictor AA'illiams

J. L. AA'illiams, Jr.

Jidian Macow A’ood
George G. Young
M. AI. Young
Guy Zimmerman, Jr.

Joseph I. Zuckerman

Copperhill

Herschel H. Hyatt

J. T. Layne

Daisy

James P. AA’allace

Dayton

Ernest .A. Forsten
L. F. Littell, Jr.

James Jacob Rodgers
AA’. .A. Thomison

Dunlap

Leslie David Ekvall
Charles G. Graves

East Ridge

Frank C. Combes

Franklin

•Martin .A. Meacham

Hixson

James F. .Martin
Robert J. Pitner

Jasper

James G. McMillan

Lookout Mountain
James L. Caldwell
•John E. Frazier
•Paul M. Golley
Thomas Sparrow Long

Pikeville

Thomas G. Cranwell
Rufus S. Morgan

Rossville, Georgia

AA'. D. Crawley
James C. AVright

Signal Mountain

M. F. Langston
T. H. Rybacliok
A. Y. Smith, HI

Soddy

A. Hallett-Sylvester

South Pittsburg

Horace Levoy Elmore
J. B. Havron
AA'illiam L. Headrick
Hiram Benne Moore
AA'. N. Richardson
E. M. Ryan
A'iston Taylor, Jr.

Whitwell

Cleo Chastain
AV. G. Shull

COCKE COUNTY
MEDICAL SOCIETY

Newport

Robert R. Henderson
Drew .A.Mims
AVilliam B. Robinson
Glenn Shults
F. M. A'alentine, Jr.
F. M. Valentine, Sr.

COFFEE COUNTY
MEDICAL SOCIETY

Manchester

AVilliam D. Calhoun
C. H. Farrar
Howard Farrar
John .A. Shields
Coulter S. A’oung

Tullahoma

Ralph Brickell
Jack T. Farrar
Marvin C. Fraley
Bruce E. Galbraith
Edwin E. Gray
C. B. Harvey
Lloyd Hollister

James M. King
Charles AV. Marsh
Earl E. Roles
Claude C. Snoddy
Horace H. Stovall

Charles H. AA'ebb

CONSOLIDATED
MEDICAL ASSEMBLY

Adamsville

Harold AA'. A'inson

Alamo

J. H. Donnell

•Veteran
JPost-Graduate
fMilitary



1254 1968 MEMBERS December, 1968

Beech Bluff

Cornelia J. Huntsman

Bells

Elisha Farrow
Charles Hickman
Russell W. Mayfield

Bemis

A. N. Williams, Jr.

Bolivar

Harvey H. Barham
Douglas L. Brint
Charles L. Frost

William E. Lawrence
Bedford F. McAnulty
James K. Tate, Jr.

Brownsville

Thomas C. Chapman
Harold L. Gilliand

David E. Stewart

J. C. Thornton, Jr.

J. K. Welch, Jr.

Bruceton

Robert T. Keeton

Camden
Alvin T. Hicks
Robert L. Horton

Grand Junction

$Nicholas H. Edwards

Henderson

Darrell King
Oscar M. McCallum
R. L. Wilson

Humboldt

Harold G. Barker
Billy L. Couch
T. M. Crenshaw
Albert H. Fick
Robert C. Hall
Danny J. Riddick
William H. Roberts
James D. Rozzell
George E. Spangler

Huntington

Jerry F. Atkins
Sam J. Denney
Robert B. Wilson

Jackson

C. V. Alexander, Jr.

Harvey Anderson
Thomas K. Ballard
Robert J. Barnett
G. H. Berryhill

Jack H. Booth
Swan Burris, Jr.

Swan Burris, Sr.

J. H. Chandler
Charles W. Cox
Edward F. Crocker
William G. Crook
George D. Dodson
Jack E. Douglass
R. A. Douglass, Jr.

Clarence Driver
E. W. Edwards
Blanche S. Emerson
Blair D. Erb

•William T. Fitts

James R. French
Fred Friedman
Oliver H. Graves
Walton W. Harrison
George Harvey
G. E. Hazelhurst, Jr.

Bobby Higgs
Robert S. Hill
Ben F. House
G. B. Hubbard
Leland M. Johnston
Chester Jones
G. Frank Jones
Duval H. Koonce
James D. Lane
J. A. Langdon, Jr.
Edwin M. Levy
Donald R. Lewis
Robert B. Mandle
William C. McAfee
Harold T. Mclver
A. L. Middleton

Jesse Miller, Jr.
Henry N. Moore
Alfred J. Mueller
Lamb B. Myhr
Roy M. Neudecker
George Pakis, Jr.
L. G. Pascal, Jr,

James A. Phillips

John E. Powers
John G. Riddler
Lee Rogers
Lee C. Sheppard, Jr.

Robert J. Smith
Charles Stauffer
H. M. Steadman
James L. Thomas
J. R. Thompson, Jr.

S. A. Truex, Jr.

R. T. Tucker, Jr.

F. E. Williamson, Jr.

George Wyatt
Paul E. Wylie
Harold R. Yarbro

Kenton

A. H. Gray

Lexington

Max Aldon Crocker
Wesley F. Jones
Maurice N. Lowry
Warren C. Ramer
Jack C. Stripling
Charles W. White

Maury City

C. L. Durham

McKenzie

James Holmes, Jr.

James T. Holmes
James H. Robertson
S. S. Walker, Jr.

Medina

Robert H. Morris

Milam
Hubert P. Clemmer
James O. Fields
F. L. Keil

James H. Williams
Phillip G. Williams

Saltillo

Howard W. Thomas

Savannah

H. D. Blankenship, Jr.

Reece DeBerry
John D. Lay
Thomas V. Roe
Howard Whitaker, Jr.

Thomas R. Williams

Selmer

T. N. Humphrey
Harry Peeler
William M. Phillips

James H. Smith
Montie E. Smith, Jr.

Somerville

J. L. Armstrong
John M. Bishop
Frank S. McKnight
John W. Morris
L. H. Plemmons
Karl Byington Rhea
Lee Rush, Jr.

Trenton

Edward C. Barker
Eugene C. Grafton, Jr.

John Wesley Ellis

James W. Hall
C. L. Holmes
•Minyard Dee Ingram
J. L. Williams

Trezevant

Kellan Walker

Western State

James H. Druff

Whiteville

Aubrey Richards

CUMBERLAND COUNTY
MEDICAL SOCIETY

Crossville

James T. Call is

J. T. Campbell, Jr.
R. E. Cravens
Carl T. Duer
Paul A. Ervin, Jr.
William E. Evans
Harvey H. Grime
Donathan R. Ivey
H. F. Lawson
Fred W. Munson

Stuart P. Seaton
Ramon S. Vinas
Joe K. Wallace

Pleasant Hill

Laurence A. Chrouch
*?tlargaret K. Stewart

DAVIDSON COUNTY
MEDICAL SOCIETY

College Grove

George A. Hatcher

Donelson

E. E. Anderson
Luther A. Beazley
Roy C. Ezell
Robert B. Gaston
C. H. Huddleston
Luther E. Smith
W. B. Wadlington

Franklin

John B. Youmans

Goodlettsville

Lee F. Kramer

Hendersonville

Charles M. Cowden
Warren T. Hill

Robert D. Pilkinton

Madison

Joe Gary Allison
David L. Beaver
Charles B. Beck
L. Dale Beck
James E. Burnes
Robert E. Burr
William J. Card
Sam W. Carney, Jr.

Frederec B. Cothren
Hillis F. Evans

Julian Gant
George B. Hagan
Robert L. Haley, Jr.

James M. High
William H. Hill

Jerry Hunt
Cyrus E. Kendall
Edwin C. Lanz
Vern C. Manzano
H. T. McCall
J. C. Pennington, Jr.

R. L. Pettus, Jr.

Fred W. Ryden
Joseph W. Scobey
Howard C. Seely

Joe Sutherland
Jack Swan
Richard P. Taber

Harold M. Truebger
Harry Witztum

Murfreesboro

Jacob N. Fidelholtz

Nashville

Crawford Adams
Robert W. Adams, Jr.

Benton Adkins
I. A. Alcantara

Joseph W. Alford
William C. Alford

J. H. Allen, Jr.

Clyde Alley, Jr.

William E. Allison

Ben J. Alper
Arthur R. Anderson
Edwin B. Anderson
H. R. Anderson
J. E. Anderson, Jr.

J. S. Anderson, Jr.

Robert S. Anderson
William C. Anderson
Larry T. Arnold
Daniel Baccus
Harry Baer
J. Mansfield Bailey
Thurman Dee Baker
James Baldwin
Sidney W. Ballard
Preston Hite Bandy
Edward H. Barksdale
Paul Harold Barnett
Allan D. Bass
Jack M. Batson
Randolph Batson
D. Scott Bayer
Eric Bell, Jr.
Lynch D. Bennett
George N. Benson
Edmund W. Benz
Stanley Bernard
Geoffrey Berry
John H. Beveridge
Otto Billig
F. T. Billings, Jr.
George T. Binkley
Ben J. Birdwell
R. T. Birmingham
E. L. Bishop, Jr.
Lindsay K. Bishop
Joseph M. Bistowish
Robert L. Bomar, Jr.
Arthur G. Bond
John Benjamin Bond
G. W. Bounds, Jr.
Louis A. Bowick, Jr.
Anna M. Bowie
FIugh H. Boyle
John M. Boylin
Henry B. Brackin, Sr.

H. B. Brackin, Jr.
Cloyce F. Bradley
David V. Bradley
G. Hearn Bradley
James M. Brakefield
E. Brooks Brantly
T. E. Brittingham
Stanley K. Brockman
Arthur L. Brooks
Dorothy L. Brown
James H. Brown
E. W. Browne, Jr.
Harry Gray Browne

Clinton E. Brush
J. Thomas Bryan
R. D. Buchanan
R. N. Buchanan, Jr.
John C. Burch
Joseph G. Burd
Henry Burko
George R. Burrus
Roger B. Burrus
Benjamin F. Byrd
B. F. Byrd, Jr.
B. H. Caldwell
William L. Caldwell
James J. Callaway
Calvin L. Calhoun
Richard O. Cannon
Joe Melville Capps
G. K. Carpenter, Jr.

G. K. Carpenter, Sr.

Oscar W. Carter
Robert A. Carter
Anthony D. Casparis
Norman M. Cassell
William R. Cate, Sr.

John S. Cayce
Lee F. Cayce
Robert L. Chalfant
Eric M. Chazen
William J. Cheatham
Abraham Pacha Cheij
Jerrie Cherry
Amos Christie
William M. Clark
Jeannine A. Classen
Kenneth L. Classen
Everett M. Clayton
Cully A. Cobb

fRobert E. Cochran
William M. Cocke
Robert Cohen
John H. Coles, HI
Harold A. Collins
John Richard Collins
John Connolly
George Edward Cooke
Charles Corbin, Jr.

Orrie A. Couch, Jr.

Frederic E. Cowden
George Boyd Grafton
James H. Crecraft

William B. Crenshaw
Angus M. G. Crook
Jerrall P. Crook
R. R. Crowe
E. Perry Crump
IV. Andrew Dale
Rollin A. Daniel, Jr.
William J. Darby
Philip V. Daugherty
George William Davis
Michael David Davis
Theodore W. Davis
Thos. C. Delvaux, Jr.
Wm. A. Demonbreun
H. C. Dennison, Jr.
Joseph C. Denniston
Walter L. Diveley
William C. Dixon
William M. Doak
William D. Donald
Earl D. Dorris
Robert Thomas Doster

Beverly Douglas
Henry L. Douglass
Fred M. Downey, Jr.
L. Rowe Driver
Ray L. Dubuisson
Price H. Duff
George E. Duncan
Herbert Duncan
Thomas Ray Duncan

*L. W. Edwards
Robert H. Edwards
William H. Edwards
Lloyd C. Elam
Paul D. Elcan
lames H. Elliott
P. C. Elliott

James W. Ellis

Charles W. Emerson
Irwin B. Eskind
E. William Ewers
Don L. Eyler
Leslie Falk
William T. Farrar

J. L. Farringer, Jr.
William B. Farris
W. H. Faulk, Jr.
Harold A. Ferguson
Ray O. Fessey
John P. Fields
Robert M. Finks
Benjamin Fisher
James H. Fleming, Jr.
Ross Fleming, Jr.

John M. Flexner
Howard R. Foreman
Garth E. Fort
John H. Foster
S. Benjamin Fowler
Richard France
Walter W. Frey
Horace Merion Frazier

John W. Frazier, Jr.

Thomas Friddell
Thomas F. Frist

Thomas F. Frist, Jr.

James L. Fuqua
R. K. Galloway
Charles K. Gardner
James C. Gardner
Sam Young Garrett
Horace C. Gayden
C. N. Gessler
Charles M. Gill

John P. Glover, Jr.

John R. Glover
Fred Goldner, Jr.

James E. Goldsberry
Donald A. Goss
David K. Gotwald
Louis S. Graham, Jr.

Burton Paine Grant
H. A. Graves, Jr.

Paul A. Green, Jr.

Ralph Greenbaum
Clifton E. Greer, Jr.

Newton B. Griffin

John W. Griffith, Jr.

Robert J. Griffon
John H. Griscom
Thomas Grizzard
Laurence Grossman
Milton Grossman
W. E. Gupton, Jr.

Arnold Haber, Jr.

David W. Hailey
Charles E. Haines
Wallace H. Hall, Jr.

Thomas B. Haltom
C. M. Hamilton
J. R. Hamilton
\Villiam M. Hamilton

Roy G. Hammonds
Axel Carl Hansen
Robert A. Hardin
Jackson Harris
John Hariis
Perry F. Harris
Robert C. Hartmann
Aubrey B. Harwell
James S. Hastie
b. S. Hauk
James T. Hayes
James William Hays
J. H. L. Heintzelman
James B. Helme
J. L. Herrington, Jr.

John G. Herzfelt
B. K. Hibbett, HI
J. B. Hibbetts, Jr.

William Higginson
Elmore Hill
Irving R. Hillard
John William Hillman
Charles S. Hirshberg
J. Harvill Hite
Charlie Joe Hobdy
G. W. Holcomb, Jr.
Fowler Hollabaugh

tJohn D. Hopkins, Jr.
Robert G. Horn
John O. House
Wilder W. Hubbard
James M. Hudgins
Granville W. Hudson
Jerry K. Humphreys
Joseph E. Hurt
Janet K. Hutcheson
R. H. Hutcheson, Jr
Vernon Hutton, Jr.
Maurice Hyman
M. D. Ingram, Jr.

A. P. Isenhour, Jr.

Joseph M. Ivie

J. Kenneth Jacobs
D. J. Johns
Alfonso P. Johnson

Hollis E, Johnson
Ira T. Johnson
James W. Johnson
Marshall Johnson
C. R. Johnston
E. Palmer Jones
Frank E. Jones
John R. Jones
Orrin L. Jones, Jr.
William R. Jones
Thomas M. Jordan
R. H. Kampmeier
Herman J. Kaplan
Alvin E. Keller

J. Allen Kennedy
W. G. Kennon, Jr.

Robert G. Kiger
Jack P. Kinnard
Lowry Dale Kirby
Carl T. Kirchmaier
Eugene Klatte
Ralph R. Kling, Jr.
O. Morse Kochtitzky
Leonard J. Koenig
Kent Kyger
Charles J. Ladd
Roland D. Lamb
Lawrence P. Laughlin
Horace T. Lavely, Jr.
Samuel J. LaVoi
David Hillis Law
G. Allen Lawrence

JRobert L. Lawrence
Albert R. Lawson
John M. Lee
John J. Lentz
Joseph F. Lentz
Virgil S. Le Quire
James P. Lester
Malcolm R. Lewis
Milton S. Lewis
Grant W. Liddle
Richard C. Light
Rudolph Alvin Light
Joanne Lovell Linn
Robert Joseph Linn
A. B. Lipscomb
Joseph A. Little

T. C. Littlejohn
James P. Loden
Jackson P. Lowe
S. L. Lowenstein
Frank H. Luton
Philip L. Lyle
Charles W. MacMillan
Robert D. MacMillan
Robert H. Magruder
Guy M. Maness

•Veteran
iPost'Graduate
tMilitary
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*W. R. Manlove
George V. Mann
Edward H. Martin
Travis H. Martin
Ralph W. Massie
J. Andrew Mayer
Ben R. Mayes
G. Sydney McClellan
Robert E. McClellan
G. C. McClure, Jr.
Robert L. McCracken
Alexander McLeod
John W. McMahan
M. Charles McMurray
E. W. McPherson
Barton McSwain
William F. Meacham
Arnold M. Meirowsky
Cullen R. Merritt, III

Robert M. Metcalfe
Andrew H. Miller
Cleo M. Miller
Joe Morris Miller
John Maurice Miller

*Lloyd C. Miller
James Brown Mill is

Lee R. Minton
Carl E. Mitchell
Edwin H. Mitchell
Thomas F. Mogan
Roy W. Money
Harry T. Moore, Jr.
N. B. Morris
P. G. Morrissey, Jr.
Harold L. Moses
*D. L. Munpower
I. Armistead Nelson

•Oscar G. Nelson
Dewey G. Nemec
Tom E. Nesbitt
Elliott Voss Newman
Oscar F. Noel
Margaret S. Norris
William T. Nunes
John R. Olson
Stanley W. Olson
William Fred Orr
James C. Overall
Robert C. Owen
Richard P. Ownbey
Fred Dillard Ownby
Homer M. Pace, Jr.

Harry Lee Page, Jr.
T. F. Paine, Jr.
Roy W. Parker
T. F. Parrish
Bernard J. Pass
Louise G. Patikas
Robert C. Patterson
C. G. Peerman, Jr.
Edna S. Pennington
T. C. Pennington
George Louis Perler
Frank A. Perry
Michael A. Petrone
William A. Pettit

J. M. Phythyon
D. R. Pickens, Jr,
Charles B. Pittinger
Phillip P. Porch, Jr.
Thomas E. Potts

•David B. P’Poole
David B. P’Pool, Jr.

Robert William Quinn
James S. Read
Robert M. Reed
Eugene M. Regen
Eugene M. Regen, Jr.
Sidney C. Reichman
Roy J. Renfro
Vernon H. Reynolds
•Wilton E. Reynolds
Robert K. Rhamy
Lenore De Sa Ribeiro
John R. Rice
James P. Richards
Greer Ricketson
Douglas H. Riddell
Elkin L. Rippy
Samuel S. Riven
L. B. Robbins, II

Joseph D. Robertson
fF. C. Robinson
David E. Rogers
Edward A. Rogers, Jr.

Marvin J. Rosenblum
Sol A. Rosenblum
Louis Rosenfeld
Peirce M. Ross
Fred A. Rowe, Jr.

Robert Monroe Roy
•Berry T. Rucks
Robert N. Sadler

•Veteran
JPost-Graduate
tMilitary

Howard L. Salyer
Louis Sampson
Dan S. Sanders
Paula F. Sandidge
Houston Sarratt
John L. Sawyers
Julia E. Sawyers
J. H. Sayers, Jr.
C. D. Scheibert
Stephen Schillig

Jack Carlyle Schmitt
Lawrence G. Schull
Herbert Schulman
H. William Scott, Jr.
Addison B. Scoville

C. Gordon R. Sell

Sarah W. Sell

S. A. Shaffer
John L. Shapiro
Ben A. Shelton
W. F. Sheridan, Jr.
Abram C. Shmerling
*N. S. Shofner
•Brian T. Shorney
*H. S. Shoulders
Harrison J. Shull
Burton Silbert
Thomas E. Simpkins
T. E. Simpkins, Jr.

John L. Simmons
William T. Slonecker
Charles B. Smith
Daugh W. Smith
Henry Carroll Smith
John Randall Smith
Marion L. Smith
John Solomon
Harvey Spark
W. A. Spickard
Bertram E. Sprofkin
Daphine Sprouse
Richard L. Steele

Joseph Steranka
Frank W. Stevens
High L. C. Stevens
James O. Stewart
Lee William Stewart
W. R. C. Stewart
William S. Stoney
Joe M. Strayhorn
W. D. Strayhorn
W. D. Strayhorn, HI
Wilborn D. Strode
Paul R. Stumb
W. D. Sumpter, Jr.

A. J. Sutherland, Jr.

John M. Tanner
G. J. Tarleton, Jr.

Edward L. Tarpley
•Stanley R. Teachout
Pauline Tenzel
R. T. Terry
A. B. Thack, Jr.

Clarence S. Thomas
Emil Dewey Thomas
James N. Thomasson
John B. Thomison
Charles B. Thorne
Spencer Thornton
Willard O. Tirrill

W. O. Tirrill, III

Kirland W. Todd, Jr.

Robert H. Tosh
C. C. Trabue, IV
William H. Tragle

J. Douglas Trapp
L. E. Traughber, Jr.

Carr A. Treherne
Cecil B. Tucker

•Harlan Tucker
John M. Tudor
Dorothy J. Turner
W. O. Vaughan
Leonard B. Victor
Arthur J. Viehman
Vernon A. Vix
Ethel Walker
Matthew Walker
John M. Wampler
James W. Ward
Paul H. Ward
Russell D. Ward
Thomas F. Warder
John S. Warner
Robert J. Warner
Thomas S. Weaver
Jimmy F. Webb
Ben H. Webster
Joseph Weinreb

JCharles E. Wells
Arville V. Wheeler
Edward C. Wheeler
•Frank E. Whitacre

Joe T. Whitfield
E. E. Wilkinson
Henry A. Wilkinson
Andrew L. Williams
Edwin L. Williams
W. C. Williams, Jr.

John Aaron Wilson
Nat T. Winston
Frank G. Witherspoon
Jack Witherspoon
Norman E. Witthauer
Lawrence K. Wolfe
Frank C. Womack
Clarence C. Woodcock
M. C. Woodfin
John R. Woods
tJohn K. Wright
Samuel S. Wright
John Lanier Wyatt
Kate Savage Zerfoss
Thomas B. Zerfoss
T. B. Zerfoss, Jr.

Old Hickory

T. W. Daily
James K. Lawrence
Robert P. Miller
Henry D. Murray
Howard C. Pomeroy
Edward Bullock Rhea
Wendell W. Wilson

Smyrna

Socrates Pinto

Rock Island

Will Camp

Westmoreland

William P. Law

DICKSON COUNTY
MEDICAL SOCIETY

Charlotte

Mary Baxter Cook
James C. Elliott, Jr.

Dickson

James T. Allen
Walter A. Bell, Jr.
William A. Crosby
Shannon R. Curtis
Henry Farrar
James T. Jackson
L. C. Jackson
L. R. Jackson
William M. Jackson
Jack S. Kaley
Bobby J. Smith

FENTRESS COUNTY
MEDICAL SOCIETY

Clarkrange

Shelby O. Turner

Jamestown

B. Fred Allred
Lloyd L. McCormack
Guy C. Pinckley
Jack Smith

FRANKLIN COUNTY
MEDICAL SOCIETY

Deckerd

Dewey W. Hood

Sewanee

Ruth A. Cameron
Charles B. Keppler
Henry Kirby-Smith
Joe L. Parsons, Jr.

Oscar N. Torian

Winchester

Jo C. Anderton
Reynolds Fite

Gerald E. Johnson
George L. Smith
J. Van Blaricum

GILES COUNTY
MEDICAL SOCIETY

Pulaski

Robert B. Agee
Ronald R. Dinella
Walter J. Johnson

K. M. Kressenberg
William A. Lewis
William H. Murrey
William K. Owen
John U. Speer
David M. Spotwood

GREENE COUNTY
MEDICAL SOCIETY

Greeneville

V. R. Bottomley
Robert G. Brown
Leroy E. Coolidge
Robert S. Cowles, Jr.
Luke L. Ellenburg
Haskell W. Fox
Rae B. Gibson
John G. Hawkins
Hal H. Henard
N. P. Horner
C. D. Huffman
A. K. Husband
Ben J. Keebler
C. B. Laughlin
Haskell B. McCollum
James R. McKinney
Michael J. O’Dell
George W. Oden
David O. Patterson
Calvin R. Reviere
John L. Shaw
Kenneth Susong
W. C. Thacker

Mosheim

Dale Brown
Graydon Evans

HAMBLEN COUNTY
MEDICAL SOCIETY

Dandridge

O. L. Merritt

Flag Pond

Josiah B. Sams

Jefferson City

David C. Cawood
John W. Ellis, Jr.
Samuel C. Fain
Jessie Eugene Howard
Frank L. Milligan
Estle P. Muncy

Morristown

W. K. Alexander
L. R. Barclay
Mack J. Bellaire
H. T. Brock
J. D. Caldwell
Kemp Davis
Donald Ray Dees
Clarence J. Duby, Jr.
P. L. Fuson
W. J. Gutch
Crampton H. Helms
John H. Kinser
Everette G. Lynch
Robert L. Mueller
O. C. Renner, Jr.

James W. Richardson
Charles S. Scott

Powell M. Trusler

Rutledge

Leander C. Bryan
Tenny J. Hill

Whitepine

Erman Dale Allen
Eugene R. Baker

HAWKINS COUNTY
MEDICAL SOCIETY

Edison

John M. Pearson

Johnson City

Clinton G. Lyons

Rogersville

Ralph Gambrel
Walter L. Goforth
William E. Gibbons
William H. Lyons

Edward M. Henderson
Ottie M. Swanay

HENRY COUNTY
MEDICAL SOCIETY

Paris

A. C. Dunlap
R. G. Fish
W. P. Griffey, Jr.
I. W. Howell
I. H. Jones
Barry P. McIntosh
Tiros. McSwain Minor
E. P. Mohley, Jr.

J. D. Mobley
John E. Neumann, Sr.

D. M. Norman
William Rhea, Sr.

William G. Rhea, Jr.
Kenneth G. Ross
J. Ray Smith
T. C. Wood

HICKMAN-PERRY
MEDICAL SOCIETY

Centerville

Parker D. Elrod
T. James Humphreys
Arthur Lloyd Jones

Concord

t.Edgar D. Akin

Hohenwald
JDonald Lee Gaines

Linden

Bertie L. Holladay
Gordon H. Turner, Jr

Nunnelly

Luther F. Prichard

Parsons

Robert M. Fisher
Paul F. Teague

JACKSON COUNTY
MEDICAL SOCIETY

Gainesboro

Herbert L. Baugh
J. D. Crabtree
Elijah M. Dudney
Lester R. Dudney
Jack S. Johnson

KNOX COUNTY
MEDICAL SOCIETY

Concord

Malcolm F. Cobb
R. H. Duncan, Jr.

Copperhill

W. C. Zachary, Jr.

Corryton

Marion L. Jenkins
A. D. Simmons

Halls

George Fillmore

Jefferson City

Turner A. Caldwell

Knoxville

Eugene Abercrombi
L. Alton Absher
James J. Acker
Joseph E. Acker, Jr.
Tea Edward Acuff
William J. Acuff
Robert L. Akin
•Eben Alexander
Edmund B. Andrews
Charles M. Armstrong
John W. Avera
Anne B. Avery
William R. Bailey
Martin R. Baker
O. E. Ballou
Floyd N. Bankston
Walter C. Beahm

Daniel F. Beals
Joe D. Beals
Alfred D. Beasley
tJohn H. Bell
Spencer York Bell

Walter Benedict
James C. Benton
Bruce Bellomv
Charles W. Black
Joe W. Black, Jr.

H. A. Blake
Wade H. Boswell
*M. C. Bowman
Jacob T. Bradsher
Richard F Brailey
Aubra D. Branson
Robert G. Brashear
Robert J. Brimi
Clayton M. Brodine
Robert T. Brooks
Fred F. Brown
Horace E. Brown
Raymond C. Bunn
Edward Buonocore

tJames A. Burdett
John H. Burkhart
William G. Byrd
J. Ed. Campbell, Jr.

John W. Campbell
Clyde L. Capps
P. H. Cardwell
C. Sanford Carlson
Kenneth B. Carpenter
Lloyd G. Caylor
Amoz Chernoff
Jack Chesney
L. Warren Chesney
H. E. Christenberry,

Jr.
K. W. Christenberry
Henry Christian
C. L. Chumley
William E. Clark
Edward S. Clayton
H. G. Coker
I. Reid Collmann
Edward D. Conner
David A. Corey
Dennis Coughlin, Jr.

M. L. Courtney
James B. Cox
John J. Craven
William R. Cross
Miles S. Crowder
Joe C. Crumley
H. K. Cunningham
J. P. Cullum
C. Harwell Dabbs
Elvyn V. Davidson
Daniel Davis
Lloyd C. Davis
Martin Davis
Oliver Delozier
Ray V. DePue
Ray V. DePue, Jr.

W. A. DeSautelle
Albert W. Diddle
Sheldon E. Domm
Larry Dorsey
Wesley F. Dorsey
John H. Dougherty
Robert E. Dougherty
James E. Downs
Thomas B. Drinnen
Mary Brock Duffy
James B. Dukes
C. R. Earnest, Jr.
E. M. Edington
James B. Ely
Richard J. Erickson
John Harold Evans
Frank A. Faulkner
Mark P. Fecher
George H. Finer

J. Marsh Frere
Fred M. Furr
William F. Gallivan
Frank B. Galyon

J. C. Gambill
Joseph I. Garcia
William H. Gardner
George L. Gee, Jr.

Garrison Geller
Robert H. Gentry
C. F. George
J. Vivian Gibbs

$Carl E. Gibson
Robert B. Gilbertson
Richard A. Gillespie

Catherine Gilreath

Abner M. Glover, Jr.

B. D. Goodge
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James R. Guyton, Jr.
T. F. Haase, Jr.

*J. Ralph Hamilton
Joseph W. Harb
Walter S. E. Hardy
Robert W. Harris

J. C. Hathaway, Jr.
David N. Hawkins
T. J. T. Hayes, Jr.
M. Lou Hefley
George G. Henson
Zelma L. Herndon
James H. Hickman, Jr
Howard K. Hicks
Hubert C. Hill
Oliver W. Hill
Victor Hill

R. L. Hobart, Jr.

David F. Hoey
Robert P. Hornsby
Leon C. Hoskins
G. Turner Howard
John W. Howe
Fred E. Hufstedler
Perry M. Huggin
Charles C. Hutson
E. C. Idol

George L. Inge
Clifton E. Irwin
A. L. Jenkins
Harry H. Jenkins
J. R. Johnson
Joe Breese Johnson
Francis S. Jones
Paul L. Jourdan
Margaret E. Joyce
George M. Katibah
Anthony A. Kattine
William M. Keeling
A. Pat Kelly
A. Glenn Kennedy
John O. Kennedy
John E. Kesterson
Stacy H. Kinlaw
Victor H. Klem, Jr.
Lamar L. Knight
William G. Laing
A. H. Lancaster
Robert D. Lange
Robert F. Lash
William M. Law
F. K. Lawson
Robert P. Layman
Walter J. Lee
R. J. Leffler
John H. Lesher
Robert A. Lewis
Felix G. Line
Thomas L. Lomasney
Frank London
Henry H. Long
Joe L. Luna
tJohn R. Maddox, Jr.
Gershom Mailman
Margaret Maynard
Curtis P. McCammon
Bruce R. McCampbell
William J. McCoy
William E. McGhee
Carroll W. McGinnis
J. S. McMurry
Robert W. Meadows
Edwin E. Miller
William O. Miller
Foy B. Mitchell
Jack Murphy Mobley
Ralph Horace Monger
Joseph B. Moon
John D. Moore
John D. Moore, Jr.
Robert S. Moore
Travis E. Morgan
Robert W. Morris, Jr.

Julian Floyd Morrow
James E. Moseley
George Murray
William S. Muse
James D. Myers
Cecil F. Mynatt
J. B. Naive
Carl A. Nelson, Jr.

John R. Nelson, Jr.
William A. Nelson
H. L. Neuenschwandei
Robert W. Newman
Park Niceley
Hazel Marie Nichols
George T. Novinger
Elvin B. Noxon
Richard A. Obenour
Kenneth A. O’Connor
Harry K. Ogden

Veteran
JPost-Graduate
tMilitary

Homer C. Ogle
B. M. Overholt
Turan Ozdil
Landon L. Palmer
R. W. Patterson, Jr,
R. F. Patterson, Jr.
William L. Patterson
F. H. Payne
C. G. Peagler

Jarrell Penn
H. Dewey Peters
Ira S. Pierce
Cecil E. Pitard
Samuel Joseph Platt
Wm. Walter Potter
William F. Powell
Bruce R. Powers
Wilson W. Powers
H. Hammond Pride
T. C. Prince, Jr.
James C. Prose
John T. Purvis
John A. Range
Joe L. Raulston
Freeman L. Rawson
W. Gilmer Reed
William H. Reeder
Paul D. Richards
Billy N. Riggins
John C. Rochester
Frank T. Rogers
William K. Rogers

tJames Mitchell Rouse
Cecil D. Rowe
Burton M. Rudolph
Kenneth B. Rule
John H. Saffold
Karl T. Sammons
Roy L. Seals
Richard C. Sexton
Digby G. Seymour
Alex B. Shipley

tK. E. Shoemaker
E. Charles Sienknecht
Frank J. Slemons
Charles C. Smeltzer
E. B. Smith
Vernon I. Smith
W. Eidson Smith
John Raymond Smoot
Alan Solomon
James L. Southworth
\Villiam P. Stallworth
Thomas F. Stevens

J. Hooper Stiles

J. M. Stockman
William K. Swann
Edward L. Tauxe
Dale A. Teague
Dan Rees Thomas
Philip C. Thomas
William M. Tipton
Elsie V. Thompson
Lucian W. Trent
George M. Trotter
James E. Turner
M. Frank Turney
JThomas D. Vance
JHoward Vesser
Norma B. Walker
Calvin R. Wallace
Sidney L. Wallace
Donald E. Wallis
Clitford L. Walton

*R. G. Waterhouse
David H. Waterman
James H. Waters
David T. Watson
Glenn F. Watts
Alvin J. Weber
Roy A. Wedekind
Arthur W. Welling
Charles M. Wender
Fred West
Herbert F. White
Roger E. White
Richard L. Whittaker
John W. Whittington
Robert B. Whittle
Richter H. Wiggall
Lee L. Williams
M. L. Williams
G. A. Williamson, Jr.
Perry J. Williamson
Leon J. Willien
Richard B. Willinghan
Stephen G. Wilson, Jr.

John H. Wolaver
George H. Wood
R. B. Wood
Paul T. Wooten
James P. Worden
O. H. Yarberry, Jr.

Vernon H. Young
Vincent T. Young
Eugene G. Zachary
Charles R. Zirkle
George A. Zirkle, Jr.

Lake City

John S. Burrell
Curtis C. Sexton

Lenoir City

Harold D. Freedman
Walter C. Shea, Jr.
R. V. Taylor

Loudon
Corrie Blair
Samuel A. Harrison
W. B. Harrison
William T. McPeake
J. R. Watkins

Mascot

John C. Adler

Maynardville

John A. Marsee

New Tazewell

Jean C. Tarwater

Oak Ridge

Frederick W. Carr
Seaton Garrett
Ralph G. Nichols
David H. Sexton

Powell

Cecil E. Russell, Jr.

Seymour

James B. Bell

Strawberry Plains

Robert W. Creech
Ronald M. Webster

Tazewell

Fred W. Reed

Vonore

Troy Bagwell

LAWRENCE COUNTY
MEDICAL SOCIETY

Lawrenceburg

Virgil H. Crowder
$Virgil H. Crowder, Jr.
W. O. Crowder, Jr.
Boyd P. Davidson
Norman L. Henderson
James C. Hudgins, Jr.
Laurence B. Molloy
Villard Parrish
Walter S. Sutherland
Carson E. Taylor

Loretto

Ray E. Methvln
M. H. Weathers, Jr.

Waynesboro

A. K. Ghosh
Jaime V. Mangubat
Dexter Woods, Sr.

LINCOLN COUNTY
MEDICAL SOCIETY

Ardmore
Clyde B. Marshall

Flora

A. L. Griffith

Fayetteville

Edwin E. Blalack
Ann U. Bolner
Paris Bransford
L. M. Donalson
Wm. D. Jones
Ben H. Marshall
Robert E. McCown
J. V. McRady
Bobby G. Norwood
T. A. Patrick, Jr.
John E. Sloan
C. Doyne Toone
Paul E. Whittemore

William Young

Huntland
L. J. Stubblefield

Lynchburg
F. Harlan Booher

MACON COUNTY
MEDICAL SOCIETY

Lafayette

Qiarles Chitwood, Jr.
Jack Clark
E. M. Froedge
Max E. Painter

MARSHALL COUNTY
MEDICAL SOCIETY

Lewisburg

Kenneth P. Brown, Jr.
Kenneth Brown, 111
Hoyt C. Harris
J. C. Leonard

tJ. W. Limbaugh, Jr.
H. A. Morgan, Jr.
K. J. Phelps
Wm. Saxon Poarch
J. R. Rogers
Jones F. Rutledge
H. H. Shoulders, Jr.
Linda C. Staley
William L. Taylor
James E. Tlnnell
J. F. VonAlmen, Jr.
W. A. Walker

MAURY COUNTY
MEDICAL SOCIETY

Columbia

David Boyd Andrews
David L. Beaver
Wendell C. Bennett
Charles R. Brite
R. R. Clifford, Jr.
Wm. N. Cook
fEldon S. Dummitt, Jr.
I. Edward Ewton
William G. Fuqua
Carl C. Gardner, Jr.
Daniel R. Gray, Jr.
Joel T. Hargrove
John W. Harris
Valton C. Harwell
Harry C. Helm
Wm. N. Jernigan
Ralph Kustoff
Ambrose M. Langa
Robin Lyles
G. R. Mayfield, Jr.
Clay R. Miller
Lawrence R. Nickell
Edwin K. Provost
David R. W. Shupe
Billy J. Vinson
Leon S. Ward
J. Wallace Wilkes, Jr.
Tom K. Young, Jr.

Hohenwald
William C. Keeton

Mt. Pleasant

Grover G. English
Allyn M. Lay
J. O. Williams, Jr.

Whitehaven

M. T. Rayburn, Jr.

McMINN COUNTY
MEDICAL SOCIETY

Athens

Lewis D. Curtner
William M. Davis
Roy W. Epperson
Carey O. Foree
Wm. Edwin Foree, Sr.
Wm. E. Foree, Jr.
Robert Daniel Hays
Robert G. Hewgley
Mllnor Jones
John H. Lillard
John C. McKenzie
Jess A. Powell, Jr.
Helen M. Richards
Arthur M. Shelamer

Lester H. Shields
Robert W. Trotter

Big Springs

Charles F. Warren

Decatur

W. L. Wilhelm

Fnglewood

James F. Cleveland

Ftowah
Charles T. Carroll
William Kenneth Frye
H. P. Whittle, Jr.
Thomas W. Williams

Knoxville

f. L. Montgomery,
Jr.

J. L. Montgomery,
Sr.

MEMPHIS-SHELBY
COUNTY

MEDICAL SOCIETY

Arlington

Malcolm A. Baker
Edward N. Mogan

Bartlett

Edgar Seth Wilson

Collierville

Ernest F. Apple
J. E. Outlan

Cardova

L. W. Diggs

Counce
H. D. Gray

Germantown

John T. Carter, Jr.

Millington

James F. Bradley
A. J. Cates
Billy W. King

Memphis
Sara Abbott
Robert F. Ackerman
John Q. Adams
Lorenzo H. Adams
R. M. Addington
Henry L. Adkins
Justin H. Adler
Lorin Eugene Ainger
G. H. Aivazian
Howard Thomas Akers
Albert M. Alexander
James E. Alexander
Chester G. Allen
F. P. Allen, Jr.
Frank S. Allen
Robert G. Allen
F. H. Alley
Jacob Alperin
James L. Alston
J. P. Anderson
L. D. Anderson
Sam B. Anderson
Sam B. Anderson, Jr.
William F. Andrews
D. N. Anishanslin
Daniel H. Anthony
Robert A. Anthony
John W. Apperson, Jr.

William H. Armes, Jr.
Malcolm Aste
H. E. Atherton
Leland L. Atkins
Edgar L. Austin
Richard Lee Austin
John Andrew Avgeris
W. W. Aycock
J. C. Ayers, Jr.

John W. Baird
J. Earl Baker
George F. Bale
Reid L. Ballinger

fLeon T. Banakas
Roy Manning Barber
G. L. Barker
Aden W. Barlow, Jr.
W. Winston Barnard

James R. Barr
Jerome N. Barrasso
John Morgan Barron
George H. Bassett
B. L. Beatus, Jr.
Emmett D. Bell, Jr.
James S. Bell
Steven Hunter Bell
A. L. Bellott, Jr.
H. E. Bennett
B. F. Benton
William Morris Berton
James M. Bethea
Richard O. Bicks
Albert William Biggs

J. D. Biles
E. S. Birdsong, Jr.
Calvin R. Bishop
W. A. Bisson
W. T. Black, Jr.

Carolyn F. Blackwell
Basil A. Bland, Jr.
Breen Bland
Phil B. Bleecker
Herbert Blumen

JLawrence Blumen
H. B. Blumenfield
R. F. Bonner
Howard A. Boone
James L. Booth
C. W. Borg

JMelvin K. Bottorff
Mary Ellen S. Bouldin
R. L. Bourland
E. P. Bowerman
Ralph F. Bowers
Robert L. Bowlin
H. B. Boyd
Louis F. Boyd
B. M. Brady
Winston Braun
R. R. Braund
Clara A. Brawner
J. T. Bridges
Carey Bringle
Louis Goodno Britt

Louis P. Britt

Joseph H. Brock
Daniel A. Brody
Maury W. Bronstein
Brown Brooks
James S. Brown
W. R. Brown
tMelvern T. Bryan
James W. Bryant
W. F. Buchner
Kinsey M. Buck
W. D. Burkhalter
G. H. Burkle, III

+Pat Ed Burlison
W. B. Burrow
William D. Burton
O. D. Butterick, Jr.

James S. Byas
tJuan R. Cabrera
Shed Hill Caffey
R. A. Calandruccio
Edward P. Caldwell
M. K. Callison
Alvro M. Camacho
E. G. Campbell
E. A. Canada
Dee James Canale
Bland W. Cannon
Charles A. Cape
Dominic J. Cara
R. S. Caradine, Jr.
Duane M. Carr
David S. Carroll
Dan Carruthers, Jr.
Harvey W. Carter
L. L. Carter
Ernest L. Cashlon
Arlie H. Chamberlin
John M. Chambers, Jr
E. S. Chappell
Fenwick W. Chappell
C. P. Cheatham
Richard E. Ching
loseph M. Chisolm
Robert P. Christopher
Colin C. D. Clarendon
Glenn Clark
James A. Clark, Jr.

Charles L. Clarke
Hugh Adams Clarke

*Edwln W. Cocke, Sr.

Edwin E. Cocke, Jr.

Lawrence L. Cohen
Morris D. Cohen
Francis H. Cole
Sidney A. Coleman
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Blaine C. Collins

Frank H. Collins

J. H. Collins

John P. Conway
Charlie Cooper
George Cooper, Jr.

George A. Coors
•Giles A. Coors
G. D. Copeland
Arthur A. Cox
Erwin M. Cox

•John E. Cox
Lloyd V. Crawford
P. T. Crawford
S. E. Crawford
Rufus Edgar Craven
Andrew Crenshaw
T. K. Creson, Jr.

John Thomas Crews
*j. A. Crisler, Jr.

R. N. Crockett, Jr.

Virgil G. Crosby
C. V. Crosswell
Joseph E. Crupie
Terry Park Cruthirds
James W. Culbertson
Alvin J. Cummins
David L. Cunningham
Ray Eugene Curie
1 homas A. Currey
C. O’Hara Daugherty

•Raleigh R. Davenport
Orin L. Davidson
Dean E. Davies
Harry Davis

J. M. Davis
Norman H. Davis
W. J. Deaton
Charles J. Deere
Sergio A. DeLamerens
H. L. Dellinger, Jr.

McCarthy Demere
R. L. DeSaussure
.\lice R. Deutsch
Melvin AV. Deweese

•John L. Dies
F. S. Dietrich
Ruth Eleanor Dinkins
Phillip Hays Dirmeyer
Don E. Dismukes
J. McI. Dobson
John B. Dorain
Thomas G. Dorrity
Warren M. Douglas
Charles V. Dowling
Arnold M. Drake
Paul T. Drenning
Horton G. DuBard
John Kelly Duckworth
Marion Dugdale
Don DeWindle Duke
^V. D. Dunavant
Dan A. Dunaway
James T. Duncan
William Lloyd Duncan
Hamel Bowen Eason
Leslie Edmund Eason
E. S. Eddins
A. S. Edmondson
Joseph .Allen Elgart
E. U. Epstein
Cyrus C. Erickson
Patsy Ruth Erwin
Richard .A. Essman
I. N. Etteldorf
C. Barton Etter
0. A. Eubanks, Jr.

1. D. Evans
Milton L. Evans
B. E. Everett, Jr.

•H. B. Everett
^V. H. Eancher
C. C. Faquin, Jr.

Harold G. Farley
Turley Farrar
C. C. Farrow, Jr.

James Rodney Feild
Harold Feinstein
Stewart Allison Fish
D. F. Fisher
Charles AValter Fitch
James B. Flanagan

•Robinson B. Flaniken
Irvin Durant Fleming
Julian Glenn Fleming
A. R. Flowers
tVilliam P. Flowers
Max Foner
A. T. Fort
E. JV. Fowinkle
Hugh Erancis, Jr.

Jerry Francisco

Edgar R. Franklin
W. Edward French
C. E. Erankum
Burt Eriedman
Mellon A. Fry, Jr.
Ricardo R. Fuste
E. W. Gadberry
J. T. Galyon
J. C. Garbarini, Jr.
H. C. Gardner
H. Edward Garrett
Edward Lester Gegan
Elsbeth Gehorsam
Lewis AVatson George
C. E. Gillespie
Harold Ray Gillespie
John Joseph Gilluly
B. H. Ginn
Frederick Gioia
George E. Gish
James Robert Givens
Thomas C. Gladding
AVillard G. Glass
M. E. Glasscock, III

•Clarence H. Glover
AVm. Cole Godsey
Turgut K. Gokturk
Fred A. Goldberg
Milton S. Goldman
David AV. Goltraan

tFletcher H. Goode
Martha Ferguson Goss
Henry B. Gotten
Nicholas Gotten
Marvin 1. Gottlieb
Robert D. Gourley
Thomas E. Goyer
AVilford H. Gragg, Jr.

•AVilford H. Gragg, Sr.

J. F. Gratz, Jr.
L. R. Graves, Jr.

Allan E. Green, Jr.

A. AV. Green
C. R. Green
Jack Greenfield
Jerry AVade Grise
A. J. Grobmyer, Jr.
F. T. Grogan, Jr.

Morton Leon Gubin
AValter S. Guinee
Brett B. Gutsche
Lillian Hadsell
James S. Haimsohn
H. H. Halford, Jr.

Jack R. Halford
E. R. Hall, Jr.

•Emmett R. Hall, Sr.

A’onnie A. Hall
Margaret .A. Halle

•J. E. Hamilton
R. S. Hamilton
AV. T. Hamilton
John B. Hamsher

•Bedford E. Hardin
Ethel .Ashton Harrell
O. B. Harrington
Buford Terrell Harris
Mallorv Harwell
Howard B. Hasen
J. E. Hasselle, HI
Fred E. Hatcli, Jr.

.A. Kenneth Hawkes
C. Douglas Hatvkes
Jean M. Hawkes
Cyril L. Hay
Leigh K. Haynes
Thomas G. Head
AValter Hodges Henley
Louie C. Henrv’
K. AV. Hernandez
Bruce AV. Herndon
A. Lynn Herring
Roger Lew Hiatt

Cyrus H. Higgs, Jr.

George B. Higley, Jr.

George B. Higley, Sr.

xEontaine S. Hill

James M. Hill

E. E. Hines
AV. K. Hoffman, Jr.

J. E. Holmes
J. P. Holmes, Jr.

Charlene P. Holton
Sherman H. Hoover
.Arthur E. Horne
Glenn Edward Horton
Hubert L. Hotchkiss

C. H. Householder
John L. Houston
H. S. Howard, Jr.

AV. T. Hotvard

AVillard J. Howland
Robert J. Howse
John Patton Howser

•.Arthur G. Hudson
James G. Hughes
John D. Hughes
Max Hughes
Robert Rule Hughes
John V. Hummel
Sam E. Hunter
AV. C. Hutchins
J. H. Ijams
C. AV. Ingle
A. J. Ingram
John Marcus Ivie
C. E. Jabbour
J. T. Jabbour
Thomas M. Jackson
•Harry Jacobson
•Hiram B. Jacobson
•David H. James
D. H. James, Jr.
Hal P. James

•Jesse A. James
L. K. Jarred
Oliver C. Jeffers
G. AV. Jenkins, II

Anthony P. Jerome
Halvern H. Johnson
J. Don Johsnon
T. H. Johnson, Jr.
AV. AV. Johnson
-Albert AI. Jones
Elise Jones
George P. Jones, Jr.

Joe Paul Jones
R. Luby Jones
Sidney D. Jones, Jr.
Robert G. Jordan
•A. AVilson Julich
Edward Steven Kaplan
Jerry Kaplan
S. B. Kaplan
Lyman A. Kasselberg
Harvey L. Kay, Jr.
Robert C. Kee

•Ernest G. Kelly
P. C. Kemmerly
Jerrv' Ray Kennedy
Irvin J. Kerber
H. G. Kessler
Aoon Choo Kim
Charles M. King
J. Cash King
Howard H. Kitchens
Robert Paul Kline
AV. F. Klotz
fGeorge S. Knapp, HI
David H. Knott
F. H. Knox, Jr.

R. L. Knox
Shelton B. Korones
-Alfred P. Kraus
Bernard M. Kraus
Melvin M. Kraus

•-Arlington C. Krause
Carv M. Kuykendall
N. AVb Kuykendall, Jr.

T. AVarren Kyle
L. M. Lamar, Jr.

H. Z. Landis
C. G. Landsee
Frank .A. Latham
M. AV. Lathram
-A. E. Laughlin
H. G. LaVelle, Jr.

Robert E. Lawson
Norman G. Lawyer
Ling Hong Lee
-Aaron M. Lefkovits
Melvyn A. Levitch
G. J. Levy
I-. C. Lewis
Phil M. Lewis
H. F. Linder
K. E. Lindsay
-Alys H. Lipscomb
Melvin Litch, Jr.
G. R. Livermore, Jr.

AVilliam Livingston
D. G. Lockwood
Charles E. Long
AVilliam E. Long
J. C. Lougheed
A'arna Peyton Love
George S. Lovejoy

jAVilliam M. Lovejoy
Martha A. Loving
Edward H. Mabry
Ray AValton Mackey
AV. F. Mackey
Holt B. Maddux
Thomas .A. Maguda

J. K. Maguire
Battle Malone
T. P. Manigan
John C. Mankin
Howard AV. Marker
Philip Markle
Carl D. Marsh
•Clement H. Marshall
George AV. Marten
Tinnin Martin, Jr.
Joseph D. Mashburn
-Alfonse T. Masi
A. D. Mason, Jr.

•Charles R. Mason
•Joseph AV. Mason
*R. F. Mason
AV. L. Mason
AVm. AVatson Mason
Gordon L. Mathes
Oliver S. Matthews
AVm. P. Maury, Jr.
R. F. Mayer
L. H. Mayfield
Robert P. McBurney
C. B. McCall
John AV. McCall
John G. McCarter, Jr.

•J. J. McCaughan
J. J. McCaughan, Jr.
B. F. McCleave

tRandolph M. McCloy
Tames G. McClure
D. C. McCool
L. K. McCown
E. F. McDaniel
John L. McGee
•John -A. McIntosh
E. E. McKenzie, Jr.

J. AVesley McKinney
-A. M. McLarty
B. E. McLarty
Richard P. McNelis
George McPherson
Elise McQuiston
Richard A. Meland
T. AV. Meriwether, HI
AVilliam E. Metzger

•-Alphonse Meyer
-A. H. Meyer, Jr.
Robert Miles
Lee AVL Milford, jr.

C. AV. Miller, Jr.
Fox Miller
G. L. Miller, Jr.
Harold R. Miller
Joseph Hardy Miller
Richard .A. Miller
Richard B. Miller
R. D. Miller
R. AV. Miller
Dan C. Mills

iDavid M. Mills
George T. Mills

J. Pervis Milnor, Jr.
Irving C. Minkin
B. G. Mitchell

•E. D. Mitchell, Jr.
AV’. R. Mitchum
E. C. Mobley
J. C. Mobley
B. -A. Moeller, Jr.

AV’illiam L. Moffatt
Edward M. Molinski
R. H. Monger, Jr.

David F. Moore
F. B. Moore, Jr.
Hugh C. Moore
Tames A. Moore
Marion R. Moore
Moore Moore, Jr.

Margaret H. Morrison
AV’illiam H. Morse
R. F. Morton
AV’illiam Hill Moshier
Henry Moskowitz
J. Palmer Moss
T. C. Moss

•Lyle Motley
Ernest Eric Muirhead
Kenneth J- Munden
AVade T. Murdock
Francis Murphey
AV’alter Henry Alurphy
AV’. F. Murrah, Jr.

Roland Myers
John Paul Nash
Charles L. Neely, Jr.

John C. Newton
jThomas AV’. Nichols
G. C. Nichopoulos
Eugene R. Nobles, Jr.

John David Nofzinger

Robert Sidney Norman
AV. C. North
AV’. L. Northern, Jr.
D. AV. Oelker
Evelyn Bassi Ogle
L. C. Ogle
AV. S. Ogle
Claude D. Oglesby
Charles B. Olim
Joseph C. Orman
Phil E. Orpet, Jr.
AVilliam J. Ostvald
Henry Packer
Alfred H. Page
Gene R. Page
Roy Calvin Page
David S. Pankratz
Joseph Parker
C. AV’. Parrott, Jr.
Samuel Paster
Morris Pasternack
James AV’. Pate
Rushton E. Patterson
R. H. Patterson, Jr.
Sam Polk Patterson
Bernard S. Patrick
Raphael N. Paul
G. E. Paullus, Jr.
Iris -A. Pearce
Phillip A. Pedigo
John D. Peeples, Jr.

John A’. Pender, Jr.
Frederick C. Petty
AV’illiam C. Phelps
J. D. Phillips

Jerry Clyde Phillips
Maurice C. Pian, Jr.

Jorge Alfredo Picaza
John D. Pigott
AV’illiam Earl Phillips

James .A. Pitcock
Samuel E. Pitner, Jr.

Alan Bailey Platkin
Gerald I. Plitman

•R. M. Pool
•Arthur R. Porter, Jr.

C. H. Porter
Huey H. Porter
James Howard Price

S. -A. Pridgen
AV’m. Roby Pridgen
L. C. Prieto
D. Jeanette Pullen
Billie Harold Putman
•John AV’. Ragsdale
Sam L. Raines
AV'illiam T. Rainey
Jerry F. Randolph
Paul D. Randolph
Darwin AV’. Rannels
R. Beverley Ray
Edward M. Reaves
John J. Redmon
Robert Canada Reeder
Edward AV’ilson Reed
H. Eugene Reese
Harv’ey C. Reese, Jr.

•J. R. Reinberger
John M. Reisser, Jr.

R. C. Rendtorff
AV’alter A. Rentrop
AV’. E. Rentrop
Hal S. Rhea
•Alma B. Richards
Jack G. Richmond
Charles R. Riggs
AV. AV. Riggs, Jr.

Frances Osborn Riley
George A. Riley
James A. Rising
M. J. Roach
Jourdan A. Roane
S. Gwin Robbins
J. T. Robertson
C. G. Robinson
James -A. Robinson

•AV’alter AV’. Robinson
AV. P. Rochelle
Gordon K. Rogers
E. AVilliam Rosenberg
Joseph A. Rothschild
Joseph P. Rowland
Shane Roy, HI
R. M. Ruch
AV’alter A. Ruch, Jr.

H. G. Rudner
Henry G. Rudner, Jr.

John AV. Runyan, Jr.

J. M. Russell
Fred P. Sage
Nathan Colman Salky
L. C. Sammons, Jr.
•Lucius G. Sanders

S. H. Sanders
AV’. T. Satterfield
AV’. T. Satterfield, Jr.
A. F. Saville, Jr.
S. J. Schaeffer, Jr.
Donald Earl Schaffer
D. E. Scheinberg
Schayel R. Scheinberg
Betty J. Schettler
AV’illiam H. Schettler
Glenn P. Schoettle
Phil C. Schreier
Jerome Schroff
J. L. Scianni
Benjamin E. Scott
C. B. Scott
Daniel J. Scott, Jr.
Edwin L. Scott
Joseph Mason Scott
James L. Seale
Jack Segal
Maurice P. Segal
Edward C. Segerson
•Milton B. Seligstein
R. E. Semmes
E. C. Shackleford, Jr.
Norman D. Shapiro
John L. Shaw
John J. Shea, Jr.
M. G. Shea, Jr.
Lowry Lindsev Sheely
AV’m. Edward Sheffield
James R. Shelton
Roger Talbot Sherman
Leslie B. Shumake
Saul Siegel
Michael N. Silverman
Teresa Silverman
James C. H. Simmons

•AV’. Likely Simpson
Elizabeth E. Sinclair
Paul R. Sissman
Boyce M. Skinner
Edward F. Skinner
H. T. Slawson, Jr.
Avron Abe Slutsky
Albert G. Smith
Alvin E. Smith

JHarris L. Smith
Hugh Smith
Omar E. Smith
A’ernon I. Smith, Jr.
Frank AV. Smythe, Jr.
Edward D. Snyder
J. J. Sohm
Phineas J. Sparer
•James Spencer Speed
AVm. O. Speight, Jr.
Eugene J. Spiotta
D. H. Sprunt
C. Cooper Stanford
James F. Stanford
T. A’. Stanley, Jr.
Ray G. Stark
AV’. P. Stepp
•Neuton S. Stern
Thomas N. Stem
Cleo AV, Stevenson

*E. M. Stevenson
E. N. Stevenson
Marcus J. Stewart
G. H. Stollerman
Edward H. Storer

*S. Ered Strain, Sr.

H. T. Stratton
A. N. Streeter
R. J. Stubblefield
R. L. Summitt
T. M. Sundt, Jr.
AVheelan D. Sutliff

JErank D. Sutton, Jr.
Michael J. Sweeney
E. AV’. Svdnor, Jr.
Hall S. Tacket
B. S. Talley
M. H. Tanenbaum
•Norman Taube
Herbert .A. Taylor
Robert C. Taylor
AV. AV. Taylor
Morton J. Tendler
Amos Lee Thomas
Paul A. Thompson
AV’illiam C. Threlkeld
Samuel Milton Tickle
Don Raymon Tielens
Robert Edwin Tooms
John AV’. Tosh
Robert J. Trautman
Alvin B. Tripp
M. L. Trumbull
I. F. Tullis, Jr.

Hubert K. Turley, Jr.

John C. Turley

•Veteran
JPost-Graduate
fMilitary
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Prestiss A. Turman
R. B. Turnbull
Steve H. Turnbull

* Carrol C. Turner
G. Randolph Turner
Louis Edward Tyler
Austin R. Tyrer, Jr.
William T. Tyson, Jr.

J. D. Upshaw, Jr.
Edmund Utkov
Robert A. Utterback
Eugene A. Vaccaro
Helen Key Van Fossen
C. F. Varner
Walter E. Verner
Leonard J. Vernon
Sidney D. Vick
John Robert Vincent
David Everett Wade
‘Samuel L. Wadley
Fiances C. Walker
James W. Walker

‘Lillie C. Walker
R. H. Walker
R. P. Walker
•W. W. Walker
W. W. Walker, Jr.

Fred C. Wallace
James A. Wallace
Peter B. Wallace
Maurice Waller

‘Cecil Warde
T. L. Waring
0. S. Warr
W. W. Watkins
J. J. Weems
Alva B. Weir, Jr.
Samuel Wener
Harold Maxell West
J. M. Wesberry
Thomas H. West
Thomas J. White, Jr.

William G. White
J. E. Whiteleather
Gene L. Whitington
Karl R. Whitney
W. L. Whittemore
1. D. Wiener
W. Wiggins Wilder
Joe L. Wilhite
E. B. Wilkinson, Jr.
H. Glenn Williams
Linkwood Williams
Paul Herbert Williams

‘Wilson L. Williamson
Gordon L. Wills
John Ross Wills
R. S. Wilroy, Jr.
Harry W. Wilson
Harwell Wilson
J. E. Wilson
John M. Wilson
Andrew A. Windham
J. B. Witherington
Matthew W. Wood

fGeorge R. Woodbury
Linda P. Woodbury
H. D. Woodson
Clifton W. Woolley
Richard L. Wooten
C. H. Workman, Jr.

Jerry Lewis Worrell
Earle L. Wrenn, Jr.

J. Leo Wright
L. D. Wright, Jr.
Lawrence D. Wruble
Henry Wurzburg
C. F. Yates

J. G. Young
John D. Young, Jr.
Paulus Zee
B. M. Zussman

IVest Memphis
Herbert G. Lanford

Ripley

E. A. Crawford

MONROE COUNTY
MEDICAL SOCIETY

Bells

‘William J. Cameron

Madisonville

Robert C. Kimbrough
Frank Houston Lowry
H. M. McGuire

Sweetwater

James H. Barnes
Joe H. Henshaw

‘Veteran
tPost-Graduate
tMilitary

Douglas F. Heuer
Telford A. Lowry
C. G. Stockard, Jr.

J. E. Young

Tellico Plains

John Calvin Miller

MONTGOMERY COUNTY
MEDICAL SOCIETY

Clarlisville

E. R. Atkinson
James F. Bellenger
A. R. Boyd
Carlos Brewer
Edward Cutter
Sam N. Doane, Jr.

D. W. Durrett, Jr.

Mack Green
V. H. Griffin
David L. Gullett
B. T. Hall
James Hampton
Thomas K. Hepler
B. T. Inglehart
Howard R. Kennedy
James King
Robert C. Koehn, Jr.

J. H. Ledbetter, Jr.
William G. Lyle
F. J. Malone, Jr.
Frank G. McCampbell
Curtis McGown
James L. McKnight
Jack W. Ross, Jr.
A. F. Russell
D. R. Shipley
James R. Smith
Van Snider
Marion Spurgeon
Charles Trahern
Harold Vann
T. A. Walker
W. H. Wall, Jr.
Frank Wilson
Paul Wilson
R. W. Workman
John F. Wright, Jr.
Richard W. Young, Jr.

Dover

Albert R. Lee
Robert Henry Lee

Erin

O. S. Luton
Albert Mitchum

NORTHWEST TENNESSEE
ACADEMY OF MEDICINE

Dyersburg

Jesse Paul Baird
Thomas V. Banks
James W. Bonds
J. D. Connell
William F. Craddock
Walter E. David
Robert L. Harrington
Thomas W. Johnson
Robert T. Kerr
fElton King
Lydia W. Landrum
Orren B. Landrum
Jas. Chalmers Moore
Olyn Fred Moore, Jr.
William O. Murray
•Julian C. Price
John A. Reaves, Jr.

‘William G. Shelton
Richard David Taylor
W. I. Thornton, Jr.

L. A. Warner, Jr.

Halls

Jack T. Elmore
John G. Olds

Memphis
tW. S. Myers

Newbern
William L. Phillips
Patrick B. Widdis

Ridgely

William B. Acree

Ripley

Arden J. Butler, Jr.

‘James L. Dunavant
‘James Rhea Lewis
William H. Tucker

JParkes W. Walker, Jr.
Claude R. Webb

Tiptonville

Jack R. Holifield
Edward B. Smythe

Trimble

Venable Artis Murphy

Troy

Chesley H. Hill

Union City

Maurice M. Acree, Jr.

J. Kelley Avery
M. A. Blanton, Jr.
Harold Butler
Joe Campbell
Wm. Neel Carpenter
R. E. Clendenin, Jr.
Byron O. Garner
Dan C. Gary
R. L. Gilliam, II

William V. Ginn, Jr.
Laurence W. Jones
E. P. Kingsbury, Jr.
R. G. Latimer, Jr.
E. McCall Morris
James W. Polk
James H. Ragsdale
Malcolm T. Tipton
Robert R. Young, Jr.

O. A. Zeller, Jr.

OVERTON COUNTY
MEDICAL SOCIETY

Celina

Champ E. Clark

Livingston

Malcolm E. Clark
Herman B. Nevans
Denton D. Norris
Will G. Quarles, Jr.

Jack M. Roe

PUTNAM COUNTY
MEDICAL SOCIETY

Algood

J. T. Moore

Cookeville

Jack L. Clark
K. G. Crawford
S. U. Crawford, Jr.

James T. DeBerry
Walter Derryberry
Stephen Farr
William C. Francis
William A. Hensley
*W. A. Howard
C. L. Jones, Jr.
Robert V. Larrick
Jere W. Lowe
Thurman Shipley
William S. Taylor
J. Fred Terry
Claude M. Williams

Grandville

‘Luther M. Freeman

Monterey

Claude A. Collins
T. M. Crain

ROANE-ANDERSON
MEDICAL SOCIETY

Clinton

A. W. Bishop
Parley M. Dings
Henry Hedden
John J. Smith

Harriman

JA. Julian Abler
Thomas L. Bowman
E. C. Cunningham
Fred J. Hooper
Lewis Howard

H. Stratton Jones
Louis A. Killeffer
John R. Sisk

Kingston

Carolyn A. Beard
Nathan Sugarman

Norris

Samuel G. McNeeley

Oakdale

‘James H. Carr

Oak Ridge

Gould Andrews
Robert P. Ball
R. R. Bigelow
Robert C. Brown
Louis Bryan
Marvin G. Caldwell
Alex G. Carabia
Charles C. Congdon
John P. Crews
$Kenneth Crounse
Dexter Davis
John D. DePersio
Robert E. DePersio
Armando De Vega
Jack L. Diamond
C. Lowell Edwards
Earl Eversole, Jr.
T. Guy Fortney
Frank Genella
Herbert B. Gerstner
James T. Gillespie
Frances Goswitz
Helen V. Goswitz
Jock L. Graeme
Charles Gurney
William P. Hardy
Jack M. Hayes
Ernest Hendrix
William B. Holden
R. W. Holland
Raymond A. Johnson
Avery P. King
Ralph Kniseley
Thomas A. Lincoln
Lynn Lockett
Joseph S. Lyon
Dana W. Nance
Bill Nelson
Charles P. Oderr
Etna M. Palmer
Lewis F. Preston
William W. Pugh, Jr.

C. Julian Ragan
Thomas L. Ray
H. M. Rossman
Henry B. Ruley
Edward R. Seiler

C. W. Sensenback
Paul E. Spray
George Stevens, HI
C. R. Sullivan, Jr.
Daniel M. Thomas
Joe E. Tittle
Andrew S. Wachtel
Gino Zanolli

Oliver Springs

S. J. Van Hook

Rockwood
John T. Chesney
Thomas A. Fuller
Robert S. Hicks
George Shacklett
John V. Snodgrass
Robert E. Wilson

ROBERTSON COUNTY
MEDICAL SOCIETY

Cedar Hill

Robert H. Elder

Cross Plains

Ora W. Ramsey

Ridgetop

F'lmer Bottsford

Springfield

Sue C. Atwood
John W. Atwood
Warren G. Hayes
John M. Jackson
Carroll M. Looney
Tames R. Quarles

‘N. H. Raines

William P. Stone
John B. Turner
Raymond H. Webster
John E. Wilkinson

White House

Raymond Hirsch

RUTHERFORD COUNTY
MEDICAL SOCIETY

Memphis
R. T. Knight

Murfreesboro

Carl E. Adams
Joseph C. Bailey
‘W. S. Barham
James T. Boykin
John M, Bryan
John F. Cason

J.William Coopwood
J. T. Cunningham
Bernard S. Davidson
David T. Dodd
Paul C. Estes
F. M. Fesmire
Rufus James Garrison
S. C. Garrison, Jr.
Thos. G. Gordon, Sr.
Richard E. Green
Robert H. Hackman
A. E. Harvey
Sam H. Hay
R. D. Hollowell
Kenneth D. Hunt
J. Capers Jones
J. K. Kaufman
Lois M. Kennedy
Charles W. Lewis
Fred R. Lovelace
Matt B. Murfree
Eugene P. Odom

‘S. H. Patterson
tjames Payne
Robert G. Ransom
Creighton Rhea
Robert S. Sanders
William W. Shacklett
Charles D. Smith
Wm. Radford Smith
E. C. Tolbert
Olin O. Williams
Jesse H. Young, Jr.

Smyrna

J. C. Corban

Woodbury
William A. Bryant
R. B. Moore
Russell E. Myers

SCOTT COUNTY
medical society

Norma
*D. T. Chambers

Oneida

Maxwell E. Huff
Horace Leeds
Roy McDonald
Milford Thompson

SEVIER COUNTY
MEDICAL SOCIETY

Gatlinburg

Ralph H. Shilling
Charles E. Waldroup

Pigeon Forge

Hilda Jane Walters

Sevierville

fTroy J. Beller

$Joseph L. Broady
Robert A. Broady
John M. Hickey, Jr.
Charles L. Roach
John L. Sonner, II

‘Robert F. Thomas
‘Otha H. Yarberry

SMITH COUNTY
MEDICAL SOCIETY

Alexandria

Hobert O. Mason

Carthage

H. Andrew Cserny
Hugh E. Green
David G. Petty
John M. Roe
Frank T. Rutherford
Thayer S. Wilson

Hartsville

Edgar K. Bratton

Nashville

\V. Carter Williams

SULLIVAN-JOHNSON
MEDICAL SOCIETY

Blountville

J. W. Erwin

Bristol

‘Harry W. Bachman
H. W. Bachman, Jr.
Frank S. Blanton, Jr.
‘Thaddeus R. Bowers
Billy Booth Brinkley
F. T. Buchanan
Wilfred C. Carreras
Nathaniel J. Chew

‘Nat H. Copenhaver
Bennett Y. Cowan
Alvin S. Crawford
William S. Credle
‘Arthur B. English
R. L. Fankhouser
William M. Gammon
Walter R. Gaylor
Fred B. Greear, Jr.

Thomas W. Green
W. S. Green, Jr.
Bernard C. Grigsby
W. C. Grigsby, Jr.
C. J. Harkrader, Jr.
Ellis U. Harr
Basil T. Harter
King A. Jamison
William H. Johnson
Ronald C. Kelly
Thomas H. Kuhnert
Kermit Lowry
John O. Marcy
Fred C. McCall
George W. McCall_
James G. McFaddin
Joe E. Mitchell
Bruce W. Mongle
Neil F. Mooney
Marion J. Murray, Jr.

Floyd E. Nicley
Wade H. Nowlin
Robert A. Repass
Guy C. Richardson
William F. Schmidt
‘Philip D. Stout
Hal S. Stubbs
Frank W. Sutterlin

‘Allen Knox Turner
‘Douglas D. Vance
F. V. Vance, Jr.

‘William K. Vance
Sidney S. Whitaker

fSidney A. Wike
Homer P. Williams

Church Hill

Warner L. Clark
T. H. Roberson, Jr.

Kingsport

Myron J. Adams
James l!.ester Allen
Edmond L. Alley
Donald W. Bales
Robert L. Banner
Cleland Blake
James H. Boles
Harlis O. Bolling
P. F. Brookshire, Jr.
R. Hyatt Brown
H. Jim Brown
Douglas G. Burmeister
W. B. Camp
E. Kent Carter
Donald P. Chance
R. C. Christensen

‘L. C. Cox
Paul W. Cox
John L. Dallas
Floyd Davis
Robert D. Doty
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Jack Newton Dunn
William C. Eversole
William Allen Exum
Frank St. Flanary
Joe F. Fleming
Don A. Flora
Billy N. Golden
Elmer A. Green
James J. Hamilton
jv'illiam Harrison, Jr.
M. D. Hogan, Jr.

Roy J. Jarvis
Robert H. Jernigan
Malcolm M. Jones, Jr.

Robert C. Jones
Robert Earl Keith
Kenneth B. Kiesau
Joseph A. King
Kenneth C. Lynch
Robert E. Maddox ,

Joseph K. Maloy
Eugene M. Maul
Anabel S. McConnell
F. G. McConnell
John R. McDonough
Herbert J. Michals
John H. Moore, III

John E. Munal
James B. Nichols, Jr.
Robert E. Northrop
F. B. O’Connell, Jr.

*J. R. Pierce
R. E. Pearson
John S. Powers, Jr.

Norman S. Propper
Robert L. Raleigh
J. Shelton Reed

fClay A. Renfro
N. A. Ridgewav, Jr.

Thos. Nelson Rucker
Hugh W. Rule
Walter E. Scribner
Merritt B. Shobe
James E. Shull
Lyle R. Smith
JV'arren Y. Smith

Issac Sobel
Oscar A. Soto
Robert T. Strang
William P. Templeton
James S. Vermillion
Mhlliam B. Walters
Thomas R. White
H. Jackson Whitt
J. Dwight Whitt
William A. Wiley
J. E. Williams

Mountain City

Paul J. Bundy
Robert O. Glenn
Edgar E. Perry

SUMNER COUNTY
MEDICAL SOCIETY

Gallatin

Jos. R. Blackshear
Joe David Cox
W. M. Dedman

fGardner Dixon
Haldon ^V. Hooper
W. R. Massey
Robert A. Moore
Clarence R. Sanders
Wm. David Stewart
Walter H. Stephenson
James R. Troutt
JJohn B. Wallace

R. C. JVebster

Harhville

Ira Neeley Kelley

Madison

W. Gordon Doss

Portland

Albert G. Dittes
James T. Ladd
R. AV. Simonton, Jr.

Westmoreland

Thomas F. Carter

TIPTON COUNTY
MEDICAL SOCIETY
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